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ABSTRACT
Hatchett, Eugenia S., Ph.D. The University of Memphis. August, 2013. Protective
Factors in the Relationship between Urgency and Bulimic Behavior. Major Professor:
Owen Richard Lightsey, Jr., Ph.D.
Negative urgency, a trait marked by the tendency to react impulsively when
experiencing negative affect, has recently been identified as a risk factor for bulimia.
Although multiple studies have established a link between urgency and bulimia, few
studies have focused on factors that might moderate this relationship. The purpose of the
current study was to examine the ability of problem-focused coping, emotion-focused
coping, social support, and self-efficacy for regulating negative affect (SERN) to
moderate the relationship between negative urgency and bulimic behavior. Web-based
assessments of negative urgency, bulimic symptoms, coping, social support, and SERN
were completed by 280 female college students. It was hypothesized that the relationship
between negative urgency and bulimic behavior would be weaker for women reporting
higher versus lower (a) SERN, (b) social support, and (c) task-focused coping, and
stronger for women reporting higher emotion-focused coping. Consistent with previous
research, urgency significantly predicted bulimic behavior. Emotion-focused coping was
also a significant predictor of bulimic behavior. The hypotheses were partially supported:
High levels of social support buffered the relationship between urgency and bulimic
behavior.
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CHAPTER 1
INTRODUCTION
The prevalence of bulimia and bulimic symptoms in the United States has been a
concern of psychologists for many years. Eating disorders are particularly common
among college-age women, and research indicates that rates continue to be high despite
increased knowledge of these disorders. A study of over 2,000 college students revealed
that 18.27% of the overall sample screened positive for an eating disorder (Zivin,
Eisenberg, Gollust, & Golberstein, 2009). A more specific analysis of the presence of
bulimia in a sample of undergraduate females found a prevalence rate of 2.3%, as
assessed by the BULIT-R (Crowther, Armey, Luce, Dalton, & Leahey, 2008). This is
noticeably higher than the estimated lifetime prevalence rate of bulimia for American
women, which is 1.5% (Hudson, Hiripi, Pope, & Kessler, 2007). However, a much larger
percentage of college-age women report experiencing some bulimia symptoms, but do
not meet full criteria for the disorder. In a study of binge eating in undergraduate students
16% reported engaging in recurrent episodes of binge eating, and over 31% of females
indicated that they had used at least one compensatory strategy to control their body
weight (Lynch, Everingham, Dubitzky, Hartman, & Kasser, 2000). A study by Nevo
(1985) found that over 40% of college women reported engaging in binge eating at least
once per month. This high rate of bulimic symptoms is troubling for many reasons.
Bulimia has been associated with increased experience of psychological distress,
numerous medical problems (resulting from purging behavior), increased incidence of
substance abuse or dependence, higher rates of cigarette smoking, and higher mortality
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rates (APA, 2000a; Crow et al., 2009; King, Saules, & Irish, 2007). Understanding the
factors that predict, exacerbate, or protect against bulimia is therefore vital.
The behaviors that define bulimia are binge eating and compensatory behaviors
(APA, 2000a). Binging is described in the Diagnostic and Statistical Manual for Mental
Disorders, Version IV-TR (DSM-IV-TR, APA, 2000b) as eating an amount of food
larger than what most people would eat within a limited amount of time. Binges typically
occur in private, and the food is generally consumed rapidly (APA, 2000b).
Compensatory behavior is used to prevent weight gain and can take many forms,
including self-induced vomiting; use of laxatives; diuretics; or enemas; fasting; or
excessive exercise (APA, 2000b). Excessive focusing on one’s body shape and weight is
the most notable cognitive feature of bulimia. For individuals with bulimia, body shape
and weight play a large role in self-evaluation and determination of self-worth (Fairburn,
2002).
Risk Factors for Bulimia
Predictors and risk factors for bulimia have been well studied, and emotional,
behavioral, and cognitive factors have been identified. Restrictive eating, or dieting, is the
behavioral factor most commonly identified as a predictor of bulimic behavior,
specifically binging (Stice, Davis, Miller, & Marti, 2008). Research suggests that the
onset of bulimia often occurs following a period of restricted dieting (Johnson &
Connors, 1987). The most prominent emotional factor influencing the development of
bulimia is depression or negative emotionality (Ringham, Leving, Kalarchain, & Marcus,
2008; Tyrka, Waldron, Graber, & Brooks-Gunn, 2002). Many individuals with bulimia
also experience depression or depressive symptoms, but there is some contention about
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whether depression causes or co-occurs with bulimia (Abraham & Llewellyn-Jones,
1997). The DSM-IV-TR (2000b) indicates that depressive symptoms often remit
following treatment for bulimia. Multiple cognitive factors have also been identified as
predictors of bulimia or bulimic behavior, including low self-esteem (Lester & Petrie,
1998; Shisslak, Pazda, & Crago, 1990), body dissatisfaction (Lester & Petrie, 1998; von
den Berg, Wertheim, Thompson, & Paxton, 2002), perfectionism (Bardone-Cone,
Abramson, Vohs, Heatherton, & Joiner, 2006; Steele, Corsini, & Wade, 2007), and
external locus of control (Shisslak et al., 1990).
Urgency and Bulimia
More recently, researchers have examined whether personality factors such as
neuroticism or impulsiveness are linked to bulimic symptoms. Individuals with bulimic
symptoms have repeatedly been found to demonstrate higher levels of impulsivity than
both individuals with anorexia nervosa and individuals without eating disorders (Claes,
Vandereycken, & Vertommen, 2005; Finzi-Dottan & Zubery, 2009). Claes et al. (2005)
compared inpatients diagnosed with bulimia nervosa (BN), anorexia nervosa-restrictive
type (AN-R), and anorexia nervosa-binging/purging type (AN-P) and found that patients
with bulimia reported the highest degree of impulsivity. BN patients demonstrated
significantly higher levels of impulsiveness and excitement seeking, and lower levels of
self-discipline and deliberation, than AN-R patients. Individuals with BN have also been
found to display more impulsive traits than AN-R or control individuals (Claes,
Vandereycken, & Vertommen, 2002). The relationship between bulimic behaviors and
impulsiveness has been demonstrated on the subclinical level as well. Female college
undergraduates who engage in restricted eating, a precursor to bulimia, were found to
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have lower ability to inhibit their motor responses than non-restrictive eaters
(Nederkoorn, Van Eijs, & Jansen, 2004). Restrictive eaters also scored significantly
higher on self-report measures of impulsivity.
While demonstrating a link between bulimia and impulsivity is informative
about the nature of bulimia, the lack of consistency in the approach to and
conceptualization of impulsivity among researchers reduces the conclusions that can be
drawn from this research. Two predominate approaches to impulsivity research have been
behavioral (i.e., impulsivity is seen as a collection of behaviors) or personality (i.e.,
impulsivity is seen as a personality trait). Whiteside and Lynam (2001) argued that
“impulsivity is an artiﬁcial umbrella term that actually encompasses four distinct facets of
personality associated with impulsive behavior” (p. 687). Basing their theory in the five
factor model of personality, Whitside and Lynam (2001) posited that the four traits
leading to impulsive behavior are urgency, (lack of) pre-meditation, (lack of)
perseverance, and sensation seeking. Examining these four impulsivity-related traits, as
opposed to impulsivity more broadly, has led to a more specific understanding of
impulsive behaviors and their risk factors.
One impulsivity-related trait, urgency, has been shown to be a particularly strong
risk factor for bulimia (Anestis, Smith, Fink, & Joiner, 2009; Fischer, Smith, & Cyders,
2008). Urgency is captured by the big five personality factor of neuroticism, and is
characterized by “the tendency to commit rash or regrettable actions as a result of intense
negative affect” (Whiteside & Lynam, 2001, p. 677). Urgency has been linked to multiple
maladaptive behaviors and outcomes, including aggression and borderline symptoms
(Miller, Flory, Lynam, & Leukefeld, 2003), problematic use of mobile phones and the
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internet (Billeux, Rochat, Rebetez, & Van der Linden, 2010), risky sexual behaviors
(Verdejo-Garcia, Bechara, Recknor, & Pérez-García, 2007); and non-suicidal self-injury
behavior (Peterson & Fischer, 2012). However, urgency seems to be linked to and
predictive of addictive behaviors in particular. Studies have linked urgency to increased
craving for cigarettes (Doran, Cook, McChargue, & Spring, 2009), problem gambling
(Smith & Fischer, 2007), compulsive buying (Billeux et al., 2010), and substance
dependence (Verdejo-Garcia et al., 2007). This original concept of urgency is now
referred to as negative urgency, as a scale has been developed to address positive
urgency, defined as the tendency to engage in rash action in response to positive affect
(Cyders et al., 2007). The focus of this study will be negative urgency.
The link between negative urgency and bulimic behavior has been supported in
multiple studies. In a study of 323 undergraduates, Smith and Fischer (2007) found that
negative urgency predicted binge eating, as well as addictive behaviors including
problem drinking. Additional studies of undergraduate samples have found negative
urgency to predict bulimic behavior and other negative coping responses. Anestis, Selby,
and Joiner (2007) found that negative urgency predicted bulimic behavior and drinking to
cope in an undergraduate sample. In a study of bulimia and non-suicidal self-injurious
behavior, Fischer and Peterson (2012) found that negative urgency was the only facet of
impulsivity that significantly predicted both behaviors. A meta-analysis of 50 articles
exploring the relationship between impulsivity and bulimic symptoms (Fischer et al.,
2008) found that all of the personality facets examined (negative urgency, sensationseeking, lack of planning, and lack of persistence) were significantly related to bulimic
behavior. However, negative urgency had the largest effect size (weighted r = .38). The

5

effect sizes were small for all other personality facets, with weighted mean r ranging
between .08 - .16. The results of this meta-analysis suggest that the tendency to act
rashly when distressed greatly increases an individual’s vulnerability to bulimia more-so
than other traits contributing to impulsive behavior. The importance of affect in the
development of bulimic symptoms is further supported by Fischer, Smith, Anderson, and
Flory (2003), who found a significant positive correlation between bulimic symptoms and
negative urgency. Furthermore, expectancy was found to moderate this relationship, such
that the relationship between negative urgency and bulimic symptoms was stronger for
individuals who scored higher in the expectancy that eating would alleviate negative
affect. This indicates that individuals high in negative urgency may utilize bulimic
behavior as a coping mechanism, with the expectation that it will relieve the negative
emotions they are experiencing. These studies provide strong evidence for negative
urgency as a risk factor for bulimic symptoms and bulimia, and suggest the importance of
determining protective factors that may buffer the negative urgency—bulimia
relationship.
It should be noted that although negative urgency is captured under the big five
personality factor of neuroticism, it has been found contribute to unique variance in
maladaptive behavior beyond that explained by negative affect (i.e., depression and
anxiety). Settles et al. (2012) examined the ability of negative urgency to predict alcohol
dependence symptoms in women. When angry hostility, trait anxiety, trait depression,
and negative urgency were examined, only negative urgency significantly predicted
alcohol dependence symptoms. Similarly, in a study of disordered eating in
undergraduate women, both negative urgency and trait anxiety were found to account for
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unique variance in eating pathology (Davis & Fischer, 2013). When the predictive ability
of baseline levels of negative urgency and trait anxiety were examined, only baseline
negative urgency was found to predict binge eating at 3-month follow-up. The ability of
negative urgency to predict bulimic behavior beyond variance accounted for by anxiety is
particularly important, as anxiety disorders have been found to be highly prevalent
among individuals with eating disorders. In a study of 672 women diagnosed with eating
disorders, 63.5% had received an anxiety disorder diagnosis (Kaye, Bulik, Thornton,
Barbarich, & Masters, 2004). Results of these studies indicate that indeed, urgency is
capable of predicting maladaptive behavior, including bulimic behavior, beyond the
variance accounted for by anxiety.
Stress and Bulimia
Many researchers have examined the relationship between life stress and eating
disorders. A review of the literature by Polivy and Herman (2002) indicated that eating
disorder patients report more premorbid life stresses and difficulties than controls.
Similarly, a study by Raffi, Rondini, Grandi, and Fava (2000) comparing 30 bulimic
patients with 30 controls found that individuals with bulimia reported significantly more
stressful life events than controls and also produced evidence that co-occurrence of
stressful life events and affective disturbance may increase vulnerability to developing
bulimia nervosa.
The stress-coping theory of addiction suggests that individuals use substances
including alcohol and tobacco as maladaptive methods of coping with stress (Wills &
Shiffman, 1985). Wills and Shiffman theorized that substance use can be a way for
individuals to both reduce negative affect and increase positive affect. They further
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suggested that coping responses play a prominent role in either deterring or promoting
the initiation, maintenance, and cessation of substance use. Individuals are hypothesized
to experience stress when the life demands they experience outweigh their resources for
coping. Wills and Shiffman proposed that, to effectively cope, individuals must utilize
strategies to aid them in dealing with their problems and increasing their pleasure. Useful
coping styles are divided into three categories: behavioral (taking action to change
situations), cognitive (using positive self-talk and recognizing thoughts that lead to poor
outcomes), and acceptance (accepting that there are some areas of life which are outside
one’s control). The use of these strategies is thought to increase self-efficacy and selfesteem and bring about feelings of stability. Both the behavioral and cognitive coping
strategies are encompassed within problem-focused coping, which is a focus of this
study. Research findings indicating that eating can be used as an avoidant coping
response to emotional distress in women with bulimia (Sherwood, Crowther, Wills, &
Ben-Porath, 2000) strongly suggest that the stress-coping model applied to substance use
may also be useful in conceptualizing potential risk and protective factors for bulimia.
The use of a theory based on addictive behavior to conceptualize bulimia is
further supported by the growing body of research on ‘food addiction’ and the effects of
food on neurological functioning. Gearhardt et al. (2011) found that women who scored
higher on a food addiction measure had higher responsiveness to food cues in the reward
areas of the brain, as well as reduced activity in the inhibitory regions of the brain in
response to food intake. This parallels the response the substance-dependent individuals
have to their drug of abuse. Burger and Stice (2012) found further support for
conceptualizing food, particularly the high fat/high sugar food used in binges, as a
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substance of abuse. Using an fMRI, they found that receiving a milkshake activated
reward-related areas of the brain in an adolescent sample. However, frequent ice cream
consumption was related to a reduced response in the reward-related areas. This indicates
that individuals can develop tolerance to high fat/high sugar foods much like individuals
develop tolerance to drugs of abuse. In their summary of the literature comparing the
effects of bulimic behavior and substance abuse on neurological functioning, Umberg,
Shader, Hsu, and Greenblatt (2012) made the case that bulimia meets all seven DSM-IVTR criteria used to diagnose substance dependence. They note that the binge-purge cycle
and the cycle of substance addiction are both characterized by craving, doing addictive
behaviors in response to environmental cues, loss of control, and consuming a substance
for mood altering purposes. These studies indicate that there are many similarities
between the brain’s response to food and drugs of abuse, and further that individuals with
bulimia use food in a way that parallels the use of drugs by persons with substance
dependence.
A consistent link between bulimic behavior and problematic substance use has
also been established in the literature, providing further support for the commonalities
between bulimic behavior and behaviors more commonly considered ‘addictive
behaviors’. Researchers have documented a high co-occurrence of alcohol use disorders
and bulimic behavior, with one study finding that 46.1% of women diagnosed with
bulimia also had an alcohol use disorder (Bulik et al., 2004). A meta-analysis of studies
examining the relationship between eating disorders and alcohol use disorders by Gadalla
and Piran (2007) found a significant main effect between alcohol use disorders and all
disordered eating patterns except for anorexia. However, the co-occurrence of
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bulimia/bulimic behavior and alcohol use disorders had the largest mean effect size. In
exploring reasons for the frequent co-occurrence of bulimia and alcohol use disorders,
researchers have focused on the link between impulsivity and binge eating and binge
drinking and the use of binge eating and binge drinking as coping mechanisms. Fischer,
Smith, Annus, and Hendricks (2007) found that, compared to a sample of women without
eating disorders, college women who reported bulimia symptoms also reported more
negative consequences from alcohol use and higher levels of urgency. The association
between trait urgency and both bulimic behaviors and alcohol use was also found by
Fischer, Anderson, and Smith (2004).
Binge eating and binge drinking have also been linked by the situations that place
individuals at risk for these behaviors. Birch, Stewart, and Brown (2007) found that
women in an outpatient substance abuse population reported that binge drinking and
binge eating were equally likely to be used when seeking relief from unpleasant emotions
and in situations in which they were fighting urges or temptations. The use of bulimic
behavior as a maladaptive way of coping with distress was further addressed by
Heatherton and Baumeister (1991), who viewed bulimia as a way for individuals to
escape self-awareness and relieve negative affect. The thesis that bulimia may function
as a maladaptive form of coping further underscores the importance of understanding the
role of adaptive coping strategies in the relationship between risk factors such as urgency
and bulimic behavior. If the stress-coping theory applies, as expected, to bulimic
behavior, it would follow that individuals higher in urgency, but who use effective coping
strategies and have high self-efficacy for regulating negative affect, would be better able
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to control their tendency toward rash reactions when feeling distressed and would hence
be less likely to engage in bulimic behavior.
These findings document the strong link between stress (including internal
stressors such as unpleasant emotions and self-regulation struggles) and both binge eating
and binge drinking and suggest that the stress-coping model of addiction may be directly
applicable to conceptualization and treatment of bulimia. One thesis of this model is that
development of effective coping skills can buffer the relationship between stressors and
addictive behaviors. Given that urgency is conceptualized as a trait predisposing
individuals to act rashly in response to feelings of distress, the stress-coping theory, as
applied to bulimia, would postulate that factors found to reduce the negative effects of
stress may act as a protective buffer in the relationship between negative urgency and
bulimia. These protective factors may include effective coping skills, social support, and
self-efficacy for regulating negative affect. In the following section, I review evidence in
support of this hypothesis.
Coping
Research has demonstrated that individuals utilizing effective coping strategies
demonstrate reduced stress and increased positive affect (Baker & Berenbaum, 2007;
Yamashita, Saito, & Takao, 2012). Folkman and Lazarus (1980) identified two types of
coping, problem-focused coping and emotion-focused coping. Emotion-focused coping is
typically used to manage negative emotions resulting from a stressful situation, and often
is conceptualized as ineffective coping. However, emotion-focused coping can be divided
into approach and avoidant strategies. Approach strategies, such as seeking emotional
support and positive reinterpretation of an event, are seen as more psychologically
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healthy, whereas avoidant strategies, such as denial and focusing on or venting of
emotion, are seen as more harmful (Baker & Berenbaum, 2007; Stanton, Kirk, Cameron,
& Danoff-Burg, 2000). Problem-focused coping is typically seen as a more active form
of coping, and involves efforts to modify the problem that is causing distress (e.g.,
making a plan of action or concentrating on the next step (Folkman & Lazarus, 1980).
Problem-focused coping is often conceptualized as effective coping.
Problem-focused coping has been found to be a protective factor, or moderator, of
the relationship between multiple risk factors and negative outcomes. For example,
problem-focused coping was demonstrated to moderate the negative effects of avoidance
coping on affect (Ben-Zur, 2009). Problem-focused coping was also found to be a
protective factor in the relationship between daily hassles and health status in recently
diagnosed rheumatoid arthritis patients (Dekkers et al., 2001). A study by Bhagat et al.
(2010) demonstrated the ability of problem-focused coping to buffer the relationship
between work-related stress and psychological strain.
Problem-focused coping has been found to buffer the effects of stress on addictive
behavior such as substance use as well. A study of the connection between stress and
alcohol consumption in college students found that participants drank more on days when
an event perceived as being more stressful occurred, supporting the link between
increased stress and higher alcohol use. However, individuals were found to drink less
on days when they used more problem-focused coping (Park, Armeli, & Tennen, 2004).
Aldridge-Gerry et al. (2011) also examined the relationship between stress, coping and
alcohol use in college students. Their results supported the relationship between
increased stress and increased alcohol consumption, and indicated that greater use of
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problem-focused coping was related to lower alcohol use in White participants. The
results of these studies suggest that higher problem-focused coping is related to lower
substance use, but provide only speculative support for its ability to act as a buffer in the
stress-substance use relationship. A study by Wills, Sandy, and Yaeger (2001) provided
firmer support for the protective effects of problem-focused coping. When substance use
and coping styles were examined in adolescents, behavioral coping (a form of problemfocused coping) was found to buffer the relationship between stress and substance use.
There was also evidence that behavioral coping buffered the relationship between
disengagement coping (a risk factor for increased substance use) and participants’
reported substance use. A follow-up to this study provided further support for the
protective effects of behavioral coping. Good self-control, a construct assessed with
measures of problem-focused coping and self-control, acted as a buffer between level of
adolescent substance use and substance use-related problems (Wills, Sandy, & Yaeger,
2002). These studies provide further support for the ability of active or problem-focused
coping to buffer the relationship between stressors and engaging in addictive behavior,
such as bulimic behavior.
Examining the role of coping in the relationship between urgency and bulimic
behavior is particularly relevant, as researchers have demonstrated that individuals with
disordered eating behavior tend to utilize higher levels of emotion-oriented coping
strategies and lower levels of problem-focused coping strategies (Nagata, Matsuyama,
Kiriike, Iketani, & Oshima, 2000; Yager, Rorty, & Rossotto ,1995). A study by
Sulkowski, Dempsey, and Dempsey (2011) indicated that the relationship between
emotion-oriented coping and disordered eating is also present in undergraduate female
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populations. While studies have suggested that emotion-focused coping can be beneficial
in some instances (Stanton et al., 2000), individuals with eating disorders tend to utilize
more avoidant emotion-focused strategies, including socially withdrawing from friends
and family and engaging in self-criticism (Lobera, Estebanez, Fernandez, Bautista, &
Garrido, 2009). Although it is clear that individuals with eating disorders tend to display
a preference for certain approaches to coping, it is unclear how this affects the presence
of eating disorder symptoms or vulnerability to risk factors such as urgency. Since
problem-focused coping has been demonstrated to act as a buffer in the relationship
between many types of psychological stressors and negative outcomes, including
addictive behaviors, it is possible that problem-focused coping skills may buffer the
relationship between risk factors such as negative urgency and addictive behaviors such
as bulimic behavior.
Social Support
Social support has also been identified as a protective factor or “buffer” in the
relationship between risk factors (e.g., urgency and emotional distress) and engaging in
negative behaviors or experiencing harmful outcomes. Cobb (1976) defined social
support as “information leading the subject to believe that he is cared for and loved,
esteemed, and a member of a network of mutual obligations” (p. 300). Numerous studies
across diverse participants and contexts have indicated that social support buffers the
relationship between stressors and psychological distress. In this regard, church-based
social support was shown to be a protective factor in the relationship between racism and
depression (Odom & Vernon-Feagans, 2010), in that individuals who reported higher
levels of social support reported fewer symptoms of depression due to perceived racism.
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The importance of social support as a protective factor has been seen even in young
children. In a study of middle school students, social support buffered the relationship
between experiencing bullying and internalizing distress from bullying (Davidson &
Demaray, 2007). Social support has been shown to be protective against work-related
stress as well. Frese (1999) found that social support moderated the relationship between
experiencing psychological stressors at work and psychosomatic complaints, with
individuals higher in social support reporting fewer psychosomatic complaints when
experiencing higher levels of psychological stressors.
Researchers have found that social support can act as a buffer specifically against
the negative effects of impulsivity. Kleiman, Riskind, Schaefer, and Weingarden (2012)
demonstrated the usefulness of social support in a college student population, finding that
it buffered the relationship between impulsivity and suicidal expectancy (self-rated
likelihood of engaging in future suicidal behavior) in a sample of college students. A
study examining the relationship between impulsivity and mortality in individuals
seeking treatment for alcohol-related problems over a 16-year period of time revealed
that support from peers moderated and acted as a ‘buffer’ in the relationship between
impulsivity and mortality risk, such that individuals with higher peer support had lower
mortality risk (Blonigen, Timko, Moos, & Moos, 2011). Although these studies
examined impulsivity and not urgency, the conceptualization of urgency as a trait that
predisposes an individual to act impulsively suggests that social support may also buffer
the negative effects of urgency.
Research has demonstrated that social support can act as a buffer in the
relationship between stressors and engaging in addictive behavior as well. In a sample of
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female adolescent offender, family support was found to buffer the relationship between
stress and alcohol and marijuana use (Robertson, Xu, & Stripling, 2010). The protective
nature of family support against substance use was also evident in a study of low SES
urban high school students: A significant negative relationship was found between
familial ties and substance use (Peterson, Busser, & Westburg, 2010). This study also
indicated that social support from the community indirectly influenced substance use,
with high community support being related to higher self-esteem and higher community
and school involvement, which in turn were related to lower substance use. These results
strongly suggest that familial support acts as a buffer between stressors and substance
use, whereas the protective nature of other forms of social support is sometimes indirect
and less clear. In studies of adults, however, peer social support seems to be more
relevant for moderating the relationship between stress and substance use (Groh, Jason,
Davis, Olson, & Ferrari, 2007; Hanson, 1994; Ohannessian & Hesselbrock, 1993). These
persistent and powerful buffering effects suggest that social support may also buffer the
relationship between inherently stressful urgency and a variety of outcomes including
bulimia. Since the individuals in this study will be college students, and therefore
generally somewhere between late adolescence and early adulthood, it is unclear whether
familial or peer social support may be more relevant.
Understanding the role of social support in the relationship between urgency and
bulimic symptoms is particularly relevant, since women with bulimia are well-known to
lack social support. Rorty, Yager, Buckwalter, and Rossotto (1999) compared actively
bulimic women with women who were in remission and a comparison sample of women
with no eating disorder history. Actively bulimic women reported significantly fewer
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friends available to provide emotional support than both the recovered and comparison
samples. Women with bulimia have also been found to have fewer support figures in
times of crisis (Troop, Holbrey, & Treasure, 1998). When the social support networks of
bulimic and anorexic inpatients were examined, individuals with bulimia were found to
report less satisfaction with the amount of social support they received. Both bulimic and
anorexic inpatients reported receiving less emotional and practical support than a
comparison group (Tiller et al., 1997). Although it is clear that women with disordered
eating behavior lack social support, the specific effects of social support on bulimic
behavior are unclear. As social support has been demonstrated to act effectively as a
buffer against many forms of stressors and risk factors, it is possible that it may also act
as a buffer in the negative urgency-bulimia relationship.
Self-efficacy
Another potential buffer in the relationship between negative urgency and bulimia
is self-efficacy for regulating negative affect (SERN). A review of self-efficacy theory
by Brandon, Herzog, Irvin, and Gwaltney (2004) refers to Bandura’s (1997) definition of
self-efficacy as “beliefs in one’s capabilities to organize and execute the courses of action
required to produce given attainments” (p. 3). Self-efficacy theory suggests that behavior
is the result of thought processes, specifically self-efficacy beliefs, in addition to learning
and biological factors (Brandon et al., 2004). This theory postulates that self-efficacy
influences multiple aspects of an individual’s thoughts and behaviors, such as the goals
they pursue and how they will react when confronted with obstacles. Self-efficacy is
thought to play a large role in the reactions individuals have to stress and depression, and
in resilience to adversity as well (Bandura, Caprara, Barbaranelli, Gerbino, & Pastorelli,
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2003). Self-efficacy has also been found to act as a moderator in the relationship
between stressors and psychological distress. For example Jex and Bliese (1999) found
that self-efficacy acted as a buffer in the relationship between heavy workload and
psychological and physical strain.
One type of self-efficacy, affective self-regulatory efficacy, addresses a person’s
belief in his or her ability to manage affective states. Caprara et al. (2008) defined SERN
as “beliefs regarding one’s capability to ameliorate negative emotional states once they
are aroused in response to adversity or frustrating events and to avoid being overcome by
emotions such as anger, irritation, despondency, and discouragement” (p. 228).
Individuals with a strong sense of efficacy to regulate negative affect have been found to
be less likely to experience depression (Bandura et al., 2003; Caprara, Gerbino, Paciello,
Di Giunta, & Pastorelli, 2010). These individuals were also found to be more likely to
exhibit prosocial behavior, although this relationship was mediated by empathic efficacy
(Bandura et al., 2003). Additionally, self-efficacy for regulating anger, an aspect of
SERN, has been demonstrated to buffer the relationship between negative affect and life
satisfaction (Lightsey, Maxwell, Nash, Rarey, & McKinney, 2011).
The impact of SERN on individuals displaying bulimic behavior is important to
explore for many reasons. Difficulty with emotional regulation is a common feature of
bulimia (Hayaki, 2009). Additionally, negative affect has been identified as an
antecedent to bulimic behavior and is the most commonly cited antecedent to binge
eating (Markley & Vander Wal, 2007). Research has demonstrated a relationship
between perceived self-efficacy for handling stressful situations and bulimic symptoms
(Love, Ollendick, Johnson, & Schlezinger, 1985), suggesting that self-efficacy may play
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a role in the influence of affect on bulimic behavior. The finding that individuals with
higher self-efficacy for controlling the urge to binge in various mood states reported
reduced purging behavior (Schneider, O’Leary, & Agras, 1987) also suggests the ability
of self-efficacy to buffer the relationship between affect and bulimic behavior. Although
these studies do not specifically capture self-efficacy for regulating negative affect, they
indicate that self-efficacy for affect regulation, and therefore potentially SERN, affects
bulimic behavior.
Overall, these studies suggest that self-efficacy for regulating negative affect may
play an important role in an individual’s tendency to develop and exhibit bulimic
behaviors. Given the strong relationship between negative urgency (i.e., a tendency to act
impulsively in response to negative affect) and bulimia, it is likely that SERN may reduce
bulimic symptoms by buffering the relationship between negative urgency and bulimia.
Specifically, persons high in SERN would believe in their ability to regulate negative
emotions and avoid negative consequences of such emotions, leading to better emotional
regulation (Caprara et al., 2008). Thus, individuals who possess higher SERN would be
less likely to react rashly to negative affect and utilize bulimic behavior to relieve these
negative feelings.
In summary, research has demonstrated a strong link between negative urgency
and bulimic behavior. The multiple negative outcomes that can result from developing
bulimia or engaging in bulimic behavior underscore the importance of continuing to
identify malleable psychological and behavioral factors that moderate the negative
urgency-bulimic behavior relationship. Given that urgency is defined as a personality
trait related to an individual’s tendency to react rashly to distress or negative affect, and
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that research supports categorizing bulimic behavior as an addictive behavior, it is
appropriate to utilize the stress-coping theory of addiction to conceptualize the
relationship between bulimic behavior and negative urgency. Consistent with this theory,
it is postulated that individuals who use effective coping strategies (i.e., problem-focused
coping strategies and social support) and those who have higher SERN would be better
able to cope with stressful situations and therefore less likely to engage in bulimic
behavior. The research demonstrating that problem-focused coping, social support, and
forms of self-efficacy conceptually similar to SERN are effective at moderating the
relationship between stressors and addictive behaviors lends further credence to their
potential ability to serve as buffers in the relationship between negative urgency and
bulimia.
Therefore, the purpose of this study was to examine the ability of these protective
factors to moderate the relationship between negative urgency and bulimia. It was
hypothesized that, for higher levels of social support, problem-focused coping, and
SERN, and lower levels of emotion-focused coping, urgency would have a weaker
relationship to bulimic behavior.

20

CHAPTER 2
REVIEW OF THE LITERATURE
Introduction
Bulimia began to emerge as a recognized eating disorder in the 1970s (Polivy &
Herman, 2002) and was added as a diagnosis in the DSM-III in 1980 (Garner &
Garfinkel, 1985). It is a disorder characterized by binge eating followed by compensatory
behaviors to prevent weight gain (APA, 2000a). According to the DSM-IV-TR criteria, a
binge episode is defined by “eating in a discrete period of time an amount of food that is
definitely larger than most individuals would eat under similar circumstances” (APA,
2000b, p. 589). Multiple triggers for binges have been identified, including dysphoric
mood, hunger caused by severe dietary restraint, feelings about one’s body weight or
shape, and interpersonal stressors (APA, 2000b). To compensate for the calorie intake
and potential weight gain associated with binging, individuals with bulimia engage in
behaviors such as self-induced vomiting, fasting, excessive exercising, and taking
laxatives or diuretics (APA, 2000b).
Estimates of the lifetime prevalence of eating disorders among women are
somewhat varied. However, prevalence rates are notably higher among young women,
ranging from about 3 - 10% in females between the ages of 15 and 29 years of age (the
group considered at the highest risk for developing an eating disorder) (Polivy &
Herman, 2002). Among this group, women with bulimia are estimated to outnumber
those with anorexia at a rate of at least 2 to 1 (Polivy & Herman, 2002). A review of the
literature by Johnson and Conners (1987) found that prevalence rates for college women
meeting DSM-III criteria for bulimia ranged between 5% and 20%, although most studies

21

reviewed identified rates between 5 and 10%. A more recent study by Crowther, Armey,
Luce, Dalton, and Leahey (2008) examined the prevalence of disordered eating behavior
in undergraduate females between 1990 and 2004. The prevalence of bulimia, as assessed
by the BULIT or BULIT-R, was 2.3%. Although this is lower than the findings of
Johnson and Conners (1987), it noticeably higher than the lifetime prevalence bulimia of
among American women, which is estimated to be 1.5% (Hudson et al., 2007).
Although these results indicate that a relatively high number of undergraduate
women report symptoms consistent with a diagnosis of bulimia, research has shown that
a much larger percentage of this population reports engaging in some level of bulimic
behavior. A recent study of female college students revealed that 40% of participants
engaged in bulimic behavior (i.e., binging or purging) at least once per week (Berg,
Frazier, & Sherr, 2009). Previous studies have also found high levels of bulimic behavior
in undergraduate populations. Edwards-Hewitt and Gray (1993) found that 58.81% of
participants in their study of female college students reported engaging in binging
behavior. Men are increasingly being included in studies of bulimic behavior among
college students, but they are generally found to endorse much less bulimic behavior than
women (Keel, Forney, Brown, & Heatherton, 2012; Lavender, Jardin, & Andersen,
2009). This is consistent with the finding that 90% of individuals with bulimia nervosa in
clinical and population samples are female (APA, 2000b).
Impulsiveness
A number of factors have been found to predict the development of bulimia;
however, the personality factor most consistently linked with bulimia is impulsiveness
(Claes et al., 2005; Finzi-Dottan, & Zubery, 2009). Impulsiveness is a psychological
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construct that is captured by most theories of personality; however attempts to study
impulsiveness have yielded inconsistent results. Whiteside and Lynam (2001) suggested
that this inconsistency may be a result of the concept of impulsiveness being too broad.
They proposed a model of impulsiveness consisting of four personality-based traits that
predispose people to impulsive behavior: urgency, lack of perseverance, lack of
premeditation, and sensation-seeking. This model of impulsiveness is based on the facets
of impulsiveness included in Costa and McCrae’s (1992) five factor model of
personality—specifically, the impulsiveness facet of neuroticism, the self-discipline facet
of conscientiousness, the excitement-seeking facet of extraversion, and the deliberation
facet of conscientiousness (Whiteside & Lynam, 2001). Significant positive correlations
have been found between neuroticism—particularly the impulsiveness facet—and scores
on measures of bulimia, food preoccupation, and drive for thinness in female
undergraduate samples (MacLaren & Best, 2009; Miller, Schmidt, Vaillancourt,
McDougall, & Laliberte, 2006). Urgency is the impulsivity-related trait in Whiteside and
Lynam’s model that captures the impulsiveness facet of neuroticism.
Urgency
Although a relationship has been demonstrated between impulsiveness and
bulimia, researchers have utilized Whiteside and Lynam’s (2001) model to determine
with more specificity the personality traits linked to impulsive behavior. Based on this
model, the trait of urgency appears to be most strongly connected to bulimic behavior.
Urgency is a trait characterized by an individual’s tendency to succumb to strong
impulses, especially when experiencing negative emotions (Whiteside & Lynam, 2001).
In more recent studies urgency has been divided into two facets, positive and negative
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urgency, in order to assess rash behavioral reactions to both positive and negative affect.
Cyders et al. (2007) developed a measure of positive urgency, and determined that
positive urgency explained significant variance in positive mood-based risky behavior,
while negative urgency did not. Similarly, negative urgency explained significant
variance in negative mood-based risky behavior. Negative urgency is consistent with the
initial definition of urgency provided by Whiteside and Lynam (2001), and was the form
of urgency focused on in this study. This trait has been identified as a risk factor for
multiple maladaptive behaviors and negative consequences, including using alcohol as a
way to cope, negative consequences of alcohol use, and excessive reassurance seeking
(Anestis et al., 2007; Fischer et al., 2007). Given that individuals with bulimia tend to
report high levels of both impulsivity (Claes et al., 2002) and negative affect (APA,
2000b), it seems likely that there would potentially be a strong relationship between
negative urgency and bulimia.
Indeed, research indicates that such a relationship exists. When compared to other
persons with eating disorders, Claes et al. (2005) found that bulimia nervosa patients
showed consistently higher levels of negative urgency. A strong positive correlation was
also seen between binging/vomiting and negative urgency. The relationship between
negative urgency and bulimic symptoms has also been demonstrated in undergraduate
female populations. Fischer, Smith, and Anderson (2003) found a significant positive
correlation between negative urgency and bulimic symptoms. A meta-analysis by
Fischer et al. (2008) concluded that, compared to other dimensions of impulsiveness,
negative urgency was the most relevant to bulimic symptoms or diagnosis (r = .40) across
50 studies. This was further supported in a study by Fischer and Patterson (2012), who
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examined the relationship between impulsivity-related traits and both bulimic behavior
and non-suicidal self-injury in undergraduate females. They found that negative urgency
was the only impulsivity-related trait that significantly predicted overall score on the
Eating Disorder Examination Questionnaire (EDE-Q), binge episodes, and purge
episodes. However, negative urgency did not predict any additional variance in EDE-Q
score, binge episodes, or purge episodes at 8 month follow-up. In a study examining the
effects of urgency on maladaptive behavior in a sample of college students, negative
urgency was found to significantly predict bulimic symptomatology as measured by the
EDI when factors including depressive symptoms, anxiety symptoms, and other facets of
impulsiveness were controlled (Anestis et al., 2007). This relationship between negative
urgency and bulimic symptoms was also seen in a sample of mental health clinic patients
(Anestis et al., 2009). Similar to the results seen in the college student sample, negative
urgency was found to predict EDI-Bulimia scores when multiple variables including
depressive symptoms, anxiety symptoms, demographic factors, DSM Global Assessment
of Functioning (GAF), and suicidal ideation were controlled.
It has been hypothesized that individuals with bulimia who are high in urgency
become overwhelmed by negative emotions and engage in binging or purging behavior as
a maladaptive way to manage these emotions (Anestis et al., 2009). Known as the escape
model of bulimia, this thesis was first proposed as an explanation for binge eating by
Heatherton and Baumeister (1991), who theorized that individuals used binge eating and
purging as a way to escape from self-awareness of one’s inability to live up to high
standards and expectations and the negative affect that accompanies that awareness. The
escape theory has been supported by Fischer et al. (2003), who examined whether a
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relationship between bulimic symptoms and the expectancy of relief from negative affect
was more likely to be seen among individuals higher in negative urgency. They found
positive correlations between bulimic symptoms and both negative urgency and scores on
a measure assessing the belief that eating would relieve negative affect. Furthermore,
negative urgency and the belief that eating would relieve negative affect were found to
fully account for the presence of bulimic symptoms. Fischer et al. (2004) also found that
negative urgency was positively correlated with binge eating and purging, and further
that negative urgency predicted binging and purging behavior. The belief that eating
would reduce negative affect was found to moderate this relationship: Participants
highest in negative urgency and the expectancy that eating would reduce negative affect
reported the most binge days. Fischer, Peterson, and McCarthy (2013) further examined
the relationship between negative urgency, expectancy, and bulimic symptoms. In a
longitudinal study of undergraduate females assessed at the beginning and end of their
first semester of college, they found that both baseline negative urgency and the
expectancy that eating would alter affect at time 1 predicted an increased likelihood that
an individual would report binge eating at time 2. This provides further support to the
idea that bulimic behavior may be a means of affect regulation.
These studies suggest that negative urgency is a strong risk factor for bulimic
behavior in both clinical and non-clinical populations. Given the negative outcomes that
are associated with both bulimic behavior and high levels of urgency, it is critically
important to fully understand the urgency-bulimia relationship. It is possible that
viewing bulimia as an addictive behavior may further elucidate the negative urgencybulimia link, and assist identifying potential moderators or ‘buffers’ of this relationship.
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Bulimia and Addiction
Bulimia’s association with addictive behaviors has been well researched. Indeed,
bulimia and addiction, particularly alcohol dependence, co-occur at a high rate. Dansky,
Brewerton, and Kilpatrick (2000) examined the comorbidity of bulimia and alcohol use
disorders. With data from over 3,000 women who participated in the National Women’s
Study, they found that 31% of the participants who reported a history of bulimia also had
a history of alcohol abuse. Additionally, 13% of those with a history of bulimia reported
a history of alcohol dependence, which was significantly higher than the prevalence rate
of alcohol dependence in women without bulimia and women with binge eating disorder.
A similarly high rate of alcohol dependence was found in an outpatient sample that had
undergone cognitive-behavioral treatment for bulimia, with 47% having a lifetime
prevalence of alcohol dependence (Bulik, Sullivan, Carter, & Joyce, 1997). Although the
high rate of co-occurrence suggests that people with bulimia tend to engage in addictive
behaviors, it does not provide evidence that bulimia itself is an addictive behavior.
However, closer examination of the patterns of behavior seen in individuals with
bulimia, as well as increasing knowledge about ‘food addiction’ and the effect of food on
the brain, has provided firmer support for conceptualizing bulimia as an addictive
behavior. A review of the current literature by Umberg et al. (2012) makes the case that
bulimia meets all seven DSM-IV-TR criteria used to diagnose substance dependence.
They noted the similarities in the behaviors and responses that characterize both bulimia
and substance addiction, including “mood altering effects, environmental cueing,
reinforcement, craving, and loss of control” (p. 376). The high relapse rate among both
populations was noted as well. They cite the amount of time and resources bulimic
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individuals devote to engaging in and recovering from bulimic behavior as evidence of its
potential detrimental effect on an individual’s social and occupational functioning.
Bulimic individuals’ tendency to compulsively engage in bulimic behavior despite the
risk or presence of negative consequences (e.g., tooth decay, gastroesophageal reflux
disorder, renal failure, and cardiac arrhythmia) is used to further support characterizing
bulimia as an addiction. They also noted the similarities between the effects of food,
particularly the high fat or high sugar foods often utilized in binges, and drugs of abuse
on dopamine release in the reward centers of the brain. Umberg et al. (2012) indicated
that both substances lead to intense release of dopamine in these reward centers, with
sweet foods shown to cause the highest rise in dopamine. This provided particular
support for the conceptualization of bulimia as an addictive behavior, since individuals
with bulimia often report craving and binging on foods high in fat and sugar. The authors
argued that tolerance is also displayed by individuals with bulimia, since research has
shown that bulimic patients report larger binges over time and that they tend to use more
sweeteners and show a preference for sweeter samples of food than non-bingers.
Based on the similarities between bulimic behavior and substance use, it is
unsurprising that urgency has emerged as a facet of impulsivity strongly associated with
other addictive behaviors and experiencing problems due to those behaviors. Fischer et
al. (2004) found that negative urgency was significantly positively correlated with
alcohol use and experiencing alcohol-related problems in a sample of undergraduate
women. A significant positive correlation was also found between negative urgency and
the expectancy that drinking would reduce tension, suggesting that individuals high in
urgency may be using drinking as a form of coping with tension or negative affect and

28

further that using alcohol in this manner may increase vulnerability to experiencing
alcohol-related problems. The idea that urgency may predict the use of addictive
behaviors, such as drinking alcohol, to cope with distress is further supported in a study
of undergraduate women by Anestis et al. (2007). Using a cross-sectional analysis, they
found that negative urgency predicted the use of alcohol as a method of coping with the
negative affect of bulimic symptoms as measured by the Eating Disorder Inventory (EDI)
and excessive reassurance seeking. Fischer et al. (2007) further demonstrated the
relationship between negative urgency and experiencing alcohol-related consequences,
particularly in women with eating disorder symptoms. They found that college students
with eating disorder symptoms reported experiencing more negative consequences from
drinking alcohol than those without eating disorder symptoms. When the effect of the
interaction between neuroticism and urgency on consequences from drinking was
assessed, the model including these interaction terms was found to account for 29% of
the variance in the frequency of negative consequences experienced due to alcohol use.
These studies indicate that individuals high in negative urgency are more vulnerable to
using dangerous behaviors to cope with distress, and that they are more vulnerable to
experiencing negative outcomes due to engaging in these behaviors.
These studies not only suggest that negative urgency is a risk factor for addictive
behaviors such as alcohol use, but that these behaviors are utilized as a way of coping
with negative affect. This supports Wills and Shiffman’s (1985) stress-coping theory of
addiction, which proposes that stress is a key risk factor for substance use. Specifically,
substance use is thought to potentially be a means of regulating affect. Therefore,
individuals use alcohol and other substances both to reduce negative affect and to
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increase positive affect. Another proposed reaction to stress from negative life events is a
loss in self-efficacy and a resulting decrease in the ability to resist temptation to use
substances (Brandon et al., 2004). Wills and Shiffman (1985) hypothesized that
individuals who use active coping strategies to cope with stress will be less likely to
engage in substance use, whereas persons who utilize avoidant coping styles such as
anger, disengagement, or distraction, are at risk for substance use. Furthermore, these
authors argued that individuals who believe substances are likely to help them cope with
stress are more likely to engage in substance use.
A review of the stress-coping theory of addiction reveals that, as the theory has
evolved, more focus has been placed on dispositional factors and self-control (Brandon et
al., 2004). Disposition early in life is thought to affect the development of self-control,
which then influences an individual’s tendency to experience negative life events.
Individuals with low self-control are hypothesized to be more likely to utilize avoidant
coping strategies, which will lead to higher substance use. Based on this theory,
individuals high in a trait that reduces self-control (i.e., negative urgency) would be
expected to display poor coping skills, making them more vulnerable to substance use
and other maladaptive behavior.
The high rate of comorbidity between bulimia and alcohol use disorders, the
addictive nature of bulimia, and the link between urgency and both alcohol use and
bulimia suggest that the stress-coping model may be appropriate to apply to bulimia.
Using this theory, it would be postulated that individuals with poor self-control (such as
those high in negative urgency) would be more likely to use ineffective coping strategies
and therefore be more vulnerable to engaging in addictive behavior such as bulimia to
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cope with distress. This idea is further supported by Sherwood et al. (2000), who
examined the function of eating in women with bulimia, sub-clinical bulimia, and no
history of eating disorder. Women with bulimia were more likely to use food as an
avoidant coping mechanism. This supports the view of Heatherton and Baumeister
(1991), who theorized that bulimic behaviors—particularly binge eating—were a way for
individuals to escape self-awareness and relieve negative affect. This underscores the
importance of investigating the role of coping and factors related to self-control (e.g.,
self-efficacy) in the relationship between dispositional negative urgency and bulimic
behavior.
Coping as a Moderator
Although a clear relationship between negative urgency and bulimic symptoms
has been repeatedly demonstrated, no research has examined potential moderators or
buffers of this relationship. One potential moderator is coping style. Coping is defined as
“thoughts and behaviors used to manage the internal and external demands of situations
that are appraised as stressful” (Folkman & Moskowitz, 2004). Strategies used for
coping are varied, as are the outcomes associated with the use of these strategies.
Folkman and Lazarus (1980) identified two types of coping, problem-focused coping and
emotion-focused coping. Whereas emotion-focused coping is used to relieve the negative
emotions causing a person distress, problem-focused coping is theorized to address the
problem that is causing distress. Although other forms of coping have been identified,
researchers have focused extensively on problem-focused and emotion-focused coping
styles.
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Problem-focused coping, also known as active or task-focused coping, has been
found to moderate the relationship between multiple types of stressors and psychological
disturbance. For instance, active coping was shown to moderate the relationship between
cognitive dysfunction due to multiple sclerosis and depression, such that active coping
protected individuals from experiencing depression due to their cognitive dysfunction
(Rabinowitz & Arnett, 2009). In an examination of the relationship between coping styles
and affect, Ben-Zur (2009) indicated that problem-focused coping was positively
correlated with positive affect and negatively correlated with negative affect, while
inverse correlations were found between avoidance coping and affect. Moreover,
problem-focused coping moderated the relationship between avoidance coping and both
positive and negative affect. This suggests that problem-focused coping has the ability to
moderate the relationship between more negative forms of coping, like those often used
by individuals high in negative urgency, and affect. Coping style has also been connected
to outcomes in individuals who feel stigmatized due to their weight. In a sample of
undergraduates and clients from a bariatric weight-control center, problem-focused
coping was found to buffer the relationship between weight stigmatization and depression
(Savoy, Almeida, & Boxer, 2012).
The relationship between problem-focused coping and addictive behavior has
long been a focus of addictions researchers and theorists. The stress-coping theory of
addiction assumes that the coping mechanisms most relevant to well-being will be most
highly related to the outcomes when individuals are experiencing a higher level of stress
(Wills & Shiffman, 1985). Therefore, individuals who use ineffective coping strategies
are more likely to have poor outcomes (i.e., substance abuse, bulimic behavior, etc.)

32

when they experience high levels of stress. In an examination of the stress-coping theory
of addiction, Wagner, Meyers, and McIninch (1999) found that, in a sample of high
school students, those who reported a higher reliance on problem-focused coping were
less likely to experience substance use problems, whereas those who reported higher
avoidance coping tended to have more substance use problems. Similarly, Windle and
Windle (1996) found that problem-focused coping predicted lower levels of alcohol use
and alcohol-related problems, as well as reduced repression and higher reported GPA, in
an adolescent sample. Limited support for problem-focused coping as a moderator of
stress-substance use relationship was provided by Cooper, Russell, Skinner, Frone, and
Mudar (1992) in a study examining whether coping, expectancies, and gender moderated
the relationship between stress and alcohol use. These authors found that men who were
lower in active coping were more likely to drink to cope with stress, as were men who
were higher in the expectancy that alcohol would relieve negative emotions. One
potential explanation of these results is that active coping may reduce the use of alcohol
to cope with negative emotions.
A study by Wonderlich-Tierney and Vander Wal (2010) provides more support
for the stress-buffering effects of problem-focused coping. The relationship between
social anxiety and disordered eating behavior was weaker among female college students
reporting high problem-focused coping compared to those reporting low problem-focused
coping. Hussong (2003) further demonstrated the beneficial effects of problem-focused
coping among college students. Active coping was found to buffer the relationship
between both controllable sources of life stress (e.g., school-related stress) and some
interpersonal stressors (e.g., social adjustment difficulties) and alcohol use. The
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buffering effects of active coping did not extend to certain types of stressors, including
relationship stressors (e.g., an argument with a family member or a friend) and life
management stressors. This suggests that problem-focused or active coping strategies are
useful in buffering the relationship between stress and substance use, but that they may
be most helpful in response to certain sources of stress, especially those which are more
controllable. This idea is also supported in a study of coping styles related to academic
load and perceived academic stress by Kariv and Heiman (2005). Results indicated that
students utilized more problem-focused strategies to address academic course load, but
they utilized more emotion-focused strategies and fewer problem-focused strategies as
their perceived academic stress increased. Because trait tendencies toward negative
urgency may be perceived as more controllable for individuals high in SERN, this finding
supports the advisability of examining not only 2-way coping x negative urgency and
SERN x negative urgency interactions, but also the 3-way coping x SERN x negative
urgency relationship, as a buffer of the negative urgency-bulimia relationship.
Further support for the ability of active, problem-focused coping strategies to
buffer the relationship between negative urgency and addictive behaviors is provided in a
study of undergraduates by Weaver, Martens, and Smith (2012). They found that the use
of protective behavioral strategies (i.e., active behaviors used to increase responsible
drinking such as setting a limit for number of drinks and using a designated driver)
moderated the relationship between negative urgency and both alcohol use and alcoholrelated problems. Specifically, strategies related to serious harm reduction buffered the
relationship between negative urgency and alcohol use, while strategies addressing
manner of drinking buffered the relationship between negative urgency and alcohol-
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related problems. This suggests that the use of active, problem-focused behaviors acts as
a protective factor in the relationship between negative urgency and alcohol use and
alcohol-related problems.
Examining the effect of problem-focused coping on the negative urgency-bulimic
behavior relationship is important, since individuals with disordered eating behavior are
known to display lower levels of problem-focused coping. This has been observed in both
clinical and non-clinical populations. For example, Mayhew and Edelman (1989) found a
significant negative correlation between scores on the EDI and reported use of cognitive
and behavioral coping strategies in a sample of female college students. Troop, Holbrey,
Trowler, and Treasure (1994) found that anorexic and bulimic participants reported lower
problem-focused coping, specifically with regard to psychological problems, as opposed
to general and relationship problems. When coping styles were examined in a sample of
Japanese eating disorder patients, both purging and non-purging bulimic patients were
found to use significantly less planful problem-solving approaches to coping when
compared to controls (Nakahara et al., 2000). This finding was also supported by Yager
et al. (1995), who examined coping in women with active bulimia, recovered bulimics,
and women with no eating disorder history. Participants with active bulimia were found
to be the least likely to use active and planning coping responses. Although these studies
do not suggest that coping responses have a direct effect on bulimic behavior, they do
indicate that individuals displaying bulimic behavior tend to utilize fewer problemfocused coping strategies. Given the protective nature of problem-focused coping
strategies, it is important to understand how this imbalanced approach to coping may
affect individuals with bulimic behavior and their vulnerability to risk factors.
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Whereas problem-focused coping has been established as a protective factor and
linked to positive affect (Ben-Zur, 2009; Rabinowitz & Arnett, 2009), extensive use of
emotion-focused coping has consistently been related to higher experience of stress and
poorer psychological outcomes. Emotion-focused coping strategies are sometimes
thought of as avoidant and labeled ineffective coping. Researchers have indicated that
this approach to coping is over-simplified: There are approach-oriented forms of
emotion-focused coping that are related to improved physical and psychological health.
Stanton et al. (2000) found that approach-oriented emotion-focused coping strategies,
such as emotional processing and emotional expression, were distinctly different from
avoidance-oriented emotion-focused strategies. Additionally, they found that use of
approach-oriented strategies was negatively associated with depression, anxiety, and
neuroticism in women, and positively associated with life satisfaction in men and women.
The benefit of approach-oriented emotion-focused strategies is also evidenced in a
longitudinal study of the effect of coping styles used by first year medical students (Park
& Adler, 2003). Greater use of positive reappraisal (an approach-oriented emotionfocused strategy) and planful problem solving (a problem-focused strategy) predicted less
deterioration of physical health during the first year of medical school.
Although approach-oriented emotion-focused strategies have been related to
positive physical and psychological outcomes, there are many studies that link emotionfocused coping to negative outcomes. This may be due to both approach and avoidanceoriented strategies being grouped together as emotion-focused coping, since avoidanceoriented emotion-focused strategies are considered to be more psychologically harmful.
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Avoidance-oriented emotion-focused strategies tend to be the emotion-focused strategies
used by individuals with eating disorders (Lobera et al., 2009).
Indeed, research indicates a link between disordered eating behavior and emotionfocused coping. Fryer, Waller, and Kroese (1997) linked emotion-focused coping to
increased disturbed eating attitudes. Research has also shown a relationship between
emotion-focused coping and negative body image (Koff & Sangani, 1997). College
students who reported greater use of emotion-focused coping were found to have a more
negative body image and higher scores on a measure of disturbed eating attitudes. A
significant positive correlation between bulimic symptoms and emotion-focused coping
was found by Engler (2004). Higher use of emotion-focused coping has been related to
other negative psychological outcomes as well. Lin, Probst, and Hsu (2010) found
significant positive correlations between scores on the Beck Depression Inventory II
(BDI-II) (Beck, Steer, & Brown, 1996) and the use of emotion-focused coping. The
relationship between emotion-focused coping and bulimia was also found in a study of
coping styles utilized by Japanese patients with eating disorders (Nagata et al., 2000):
Persons with bulimia were found to have significantly higher emotion-focused coping
scores than control subjects. Within bulimic patients, those with higher impulsiveness
were found to have higher emotion-focused coping scores than those lower in
impulsiveness. These findings indicate that individuals with bulimia or bulimic
symptoms—specifically those higher in impulsiveness—are more likely to utilize
ineffective emotion-focused approaches to coping with stress, a finding that is bolstered
by the link between the impulsivity-related trait of urgency and bulimic behavior. This
further suggests that, although problem-focused coping may buffer the urgency-bulimia
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relationship, use of emotion-focused coping strategies may strengthen the urgencybulimia relationship.
This possibility that emotion-focused coping may strengthen the urgency-bulimia
relationship is supported by research finding that emotion-focused coping increases the
relationship between risk factors and negative psychological outcomes. Noh and Kaspar
(2003) found that use of emotion-focused coping strengthened the relationship between
discrimination and depression in a sample of Korean immigrants. Emotion-focused
coping strengthened the relationship between perceived weight stigmatization and
antisocial behavior in a sample of college students and patients at a weight-loss clinic
(Savoy et al., 2012). Emotion-focused coping has been found to increase vulnerability to
addictive behaviors as well. Feil and Hasking (2008) studied the effect of coping style on
the relationship between sensitivity to reward and punishment and alcohol use in college
students. Emotion-focused coping was positively related to alcohol use, and moderated
the relationship between sensitivity to reward and alcohol use as well as the relationship
between sensitivity to punishment and alcohol use.
The ability of emotion-focused coping to moderate the relationship between risk
factors and disordered eating behavior was examined more directly by Fitzsimmons and
Bardone-Cone (2011). They studied the effect of coping on the relationship between trait
anxiety and eating disorder symptoms in women who had been previously treated for an
eating disorder. Individuals high in trait anxiety who reported low emotion-focused
coping reported significantly lower levels of eating disorder symptoms than those
reporting high levels of emotion-focused coping. Similarly, Wonderlich-Tierney and
Vander Wal (2010) found that emotion-focused coping strengthened the relationship
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between social anxiety and eating disorder symptoms in a sample of female
undergraduates. This suggests that emotion-focused coping can strengthen the
relationship between risk factors and negative psychological outcomes, including
disordered eating behavior and engaging in addictive behaviors. Therefore, it is possible
that emotion-focused coping might strengthen the relationship between negative urgency
and bulimic behavior.
Social Support as a Moderator
Social support is another potential buffer of the negative urgency-bulimia
relationship. Much like problem-focused coping, social support has been identified as a
protective factor against the effects of stress in many different populations. A study of
depression in psychiatric nurses indicated that use of social support buffered the
relationship between stress and depression (Lin et al., 2010). Social support has also been
found to buffer the effect of intimate partner violence on substance use in women
(Golinelli, Longshore, & Wenzel, 2008). Not only has social support been shown to be an
effective buffer against the effects of psychological distress, but research has also
demonstrated the negative effects of limited social support. Smith, Smoll, and Ptracek
(1990) found that athletes who were low in social support and coping skills were more
vulnerable to injury following the experience of stressful life events. Low social support
was also associated with increased suicidal ideation in a study of panic disorder patients
(Huang, Yen, & Lung, 2010). This indicated that not only is social support beneficial, but
that lack of social support can be detrimental, particularly when an individual is under
stress.
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Studies of social support suggest that its beneficial effects may vary based on the
source of support. In studies of college students, peer social support tends to act as a
protective factor, whereas parent social support has been demonstrated to have a negative
relationship with outcomes in some instances. Eshbaugh (2010) found that peer social
support buffered the relationship between low partner support and loneliness in female
college students. However, high parent support was associated with higher levels of
loneliness. It was speculated that high parental support may lead students to miss their
families more and thus feel lonelier than those with lower parental support. Similarly,
peer support was found to buffer the relationship between negative events and subjective
well-being in college students, while negative events appeared to be more detrimental to
well-being in students reporting higher levels of parental support (Nezlek & Allen, 2006).
However, when social support is assessed more broadly, it appears to have a generally
protective effect in college student samples. For instance, Pengilly and Dowd (2000)
found that social support buffered the relationship between stress and symptoms of
depression. Social support has also been found to act as a protective factor in the
relationship between perfectionism and distress (Dunkley, Blankstein, Halsall, Williams,
& Winkworth, 2000).
Many studies have found that social support inversely predicts addictive
behaviors such as substance abuse, and some have found that social support buffers the
relationship between stress and addictive behaviors. This relationship can vary based on
the source of support, however. A study of adolescent substance use by Wills, Resko,
Ainette, and Mendoza (2004) found that higher parental support was directly related to
lower substance use, whereas the relationship between peer support and substance use
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was more complex. Overall, a positive correlation was seen between peer support and
substance use. Upon closer examination, peer support was found to be related to both
protective and risk factors for substance use. Urberg et al. (2005) found parental support
to be a moderator for drinking behavior in adolescents, such that baseline levels of
parental drinking increased a child’s substance abuse or dependency symptoms only for
those who reported low parental support. However, baseline level of peer drinking
predicted increased substance abuse or dependence symptoms only for participants who
reported higher peer support. Additional studies of adolescent substance use have
consistently found family support to be an important factor in buffering the relationship
between stress and substance use (Peterson et al., 2010; Robertson et al., 2010).
Whereas peer support for adolescents can sometimes lead to greater substance use
behavior, research has indicated that social support from friends as well as family is an
important protective factor against substance use in adults across multiple populations.
This was evident in a study on the effects of work-family conflict (i.e., when fulfilling
work obligations interferes with fulfilling family demands) and alcohol use. Wang, Liu,
Zhan, and Shi (2010) found that social support from both family and co-workers acted as
a buffer between work-family conflict and alcohol use. Social support has also been
found to be a protective factor in the relationship between financial stress and alcohol use
(Pierce, Frone, Russell, & Cooper, 1996). Perceived social support from friends was
demonstrated to be a protective factor against development of alcohol use disorders in a
sample of adult children of alcoholics (Ohanessian & Hesselbrock, 1993). Additionally,
a main effect was seen for the effect of overall social support on reducing alcohol use,
whereas there was no effect seen for family support. Participants with both low overall
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perceived social support and a family history of alcoholism were found to be at the
highest risk for developing alcohol problems. Groh et al. (2007) examined the ability of
social support to predict substance use in a large sample of individuals residing in a
communal-living setting for people in recovery from alcohol-use disorders. Social
support from friends was found to be an important predictor of reduced drinking
behavior, particularly for participants who stayed a shorter amount of time in the
recovery center setting. Hanson (1994) demonstrated that social support is important in
reducing alcohol use, even in older individuals. In a study of 68-year-old men, those who
lived alone, reported a less integrated social network, and had less contact with friends
and relatives were more likely to have alcohol problems. The results of these studies
demonstrate that social support—whether from one’s friends, family, or community—can
play an important role in reducing individuals’ substance use. This provides further
support for the stress-coping theory of substance abuse, and suggests that social support
may also act as a moderator between stress and other addictive behaviors, such as bulimic
behavior. Given evidence that different types of social support (e.g., family versus peers)
may serve as effective moderators for different populations and situations, we will
examine not only overall social support but also social support from family, friends, and
one’s significant other.
The importance of examining role of social support in the urgency-bulimic
behavior relationship is further emphasized by research suggesting that individuals with
bulimia tend to be low in social support. Bulimic individuals have reported having a
smaller core support group during times of crisis than individuals with anorexia and
persons without eating disorders (Troop, Holbrey, & Treasure, 1998). Social support
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among individuals with bulimia was thoroughly assessed by Rorty et al. (1999).
Participants who were actively bulimic reported significantly smaller emotional support
groups, compared to individuals who had recovered from bulimia and a control group
with no eating disorder history. Both active and recovered bulimic groups were found to
have significantly less emotional support from family than the comparison group. When
social adjustment was examined, individuals in the active bulimia group reported
significantly worse social functioning than the recovered group and the comparison
groups. These results seem to indicate that suboptimal social functioning skills and
limited sources of emotional support are significant problems for individuals with
bulimia, and further that these problems are still evident, although to a smaller extent, in
individuals who have recovered from bulimia.
The relationship between social support and disordered eating was further
demonstrated by Wonderlich-Tierney and Vander Wal (2010), who found that social
support buffered the relationship between social anxiety and eating disorder symptoms
among a sample of female undergraduates. Social support from both family and friends
were found to act as protective factors against bulimic behavior for women in abusive
relationships (Skomorovsky, Matheson, & Anisman, 2006). Women in a physically
abusive relationship who reported higher levels of social support reported less bulimic
behavior. Women in relationships high in psychological aggression who reported higher
levels of friend support reported lower less bulimic behavior. These results emphasize the
importance of further understanding how social support affects the relationship between
vulnerability factors for bulimic behavior, such as negative urgency, and bulimic
symptoms or behavior.
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Self-Regulation Self-Efficacy as a Moderator
In addition to coping strategies, self-efficacy has often been demonstrated to be a
protective factor against the effects of stress. Bandura (1982) described self-efficacy as
judgments or beliefs regarding one’s ability to initiate the actions required to master a
given situation. Bandura further indicated that self-efficacy has the potential to greatly
impact an individual’s functioning. People tend to avoid activities that they believe they
are not capable of performing or coping with, whereas people readily engage in activities
for which they have higher self-efficacy. Furthermore, lower self-efficacy for an activity
can lead individuals to put less effort into overcoming obstacles or challenges they may
face. Self-efficacy can also play a role in an individual’s ability to cope effectively, since
those who believe that they will be unable to cope well with a given situation are more
likely to be preoccupied with their inadequacies or the difficulties they may encounter.
This time devoted to worrying and concentrating on potential failures prevents the person
from devoting time to preparing to encounter and adequately deal with a situation
(Bandura, 1982).
Bandura (1997) has persuasively argued, however, that omnibus measures of
general self-efficacy suffer from serious theoretical and practical limitations, and that
focal measures of self-efficacy are likely to be far more relevant to focal outcomes. The
prevalence of affect regulation difficulties in individuals with higher levels of bulimic
behavior suggests that a more specific form of self-efficacy, self-efficacy for regulating
negative affect (SERN) may protect against risk factors for bulimic behavior. SERN
refers to one’s beliefs about his or her ability to control and overcome negative emotional
states once they are induced by stressful situations. Additionally, it encompasses belief
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in ability to prevent being overcome by negative emotions (e.g., anger, sadness, and
discouragement) (Caprara et al., 2008).
Specific forms of self-efficacy have been demonstrated to affect performance of
other addictive behaviors. Regulatory self-efficacy, one’s belief in their ability to resist
environmental pressure or situations associated with risk taking behavior, was found to
act as a protective factor in the relationship between peer drinking behavior and selfreported drinking behavior in adolescents (mean age = 16 years) (Rabaglietti, Burk, &
Giletta, 2012). The relationship between problematic peer drinking behavior and selfreported drinking behavior was lower for adolescents higher in regulatory self-efficacy.
Another form of self-efficacy, drinking refusal self-efficacy (DRSE), was found to be a
protective factor in a study of college student drinking behavior. Participants reporting
the highest levels of DRSE reported the lowest levels of alcohol consumption and
alcohol-related consequences, while those with low DRSE reported the highest levels of
alcohol consumption (Goldsmith, Thompson, Black, Tran, & Smith, 2012). DRSE was
also found to buffer the negative relationship of perceived drinking norms with the
drinking intentions and drinking behavior of high school students (Jang, Rimal, & Cho,
2012). Although SERN was not assessed in these studies, the results indicate that
multiple forms of self-efficacy for self-regulation are predictive of and protective against
problematic drinking behavior.
Self-efficacy for coping with negative emotions has also been found to predict the
performance of addictive behavior in a study of factors affecting relapse. In an
adolescent sample (mean age = 15.9 years) who had received inpatient treatment for
alcohol abuse and other substance use disorders, participants’ self-efficacy for resisting
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drug use while experiencing negative affect was assessed (Ramo, Anderson, Tate, &
Brown, 2005). Self-efficacy while experiencing negative affect significantly predicted
relapse when it followed a conflict or high stress situation for the participant.
Additionally, higher self-efficacy for coping with negative situations (such as life stress
or conflict) predicted a decreased likelihood of relapse following the experience of a
negative situation. Although SERN was not specifically assessed in this study, these
results indicate that self-efficacy for coping with negative emotions affects the
performance of addictive behaviors.
SERN was more directly assessed by Lightsey et al. (2011) in a study examining
whether self-efficacy for affect regulation moderated the relationship between negative
affect and life satisfaction. A specific facet of SERN, self-efficacy for regulating anger,
was found to buffer the negative affect—life satisfaction relationship in a college student
sample. The protective nature of SERN was also demonstrated by Caprara et al. (2010)
in a study of the ability of self-efficacy to predict depression and delinquency in
adolescents. A negative relationship was demonstrated between SERN and current
depression. Self-efficacy for expressing positive emotion and managing negative affect,
which encompasses SERN, was found to indirectly predict (through interpersonal social
self-efficacy beliefs) lower depression and lower delinquency. These results suggest the
potential usefulness of SERN in reducing addictive behaviors, as delinquency was
defined to include alcohol and other substance abuse behaviors, in addition to other
maladaptive behaviors.
Overall, these studies suggest that self-efficacy for self-regulation when
experiencing different affective states is related to and may help determine whether or not
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a person engages in addictive behaviors, such as bulimic behavior. High SERN, then,
could play an important role in reducing a person’s tendency to engage in bulimic
behavior. Further demonstrating the potential of cognitive factors, such as SERN, to
moderate the relationship between urgency and bulimia is a study by Robinson, Pearce,
Engel, and Wonderlich (2009). Robinson et al. examined the role that cognitive control,
as measured by the Stroop test, plays in the impulsivity-bulimia relationship. They found
that higher cognitive control moderated the relationship between impulsivity and bulimic
symptoms, such that this relationship was absent at high levels of cognitive control and
particularly strong at low levels of cognitive control. This provided further indirect
evidence that factors known to increase or reflect cognitive control, such as SERN, may
buffer the relationship between negative urgency and bulimic behavior.
With the high prevalence of bulimia and bulimic symptoms among women in
college, and the numerous negative consequences that can result from eating disorders, it
is crucial to develop a thorough understanding of potential factors that may protect
individuals from developing this disorder. Research has consistently demonstrated that
individuals who are higher in the trait of urgency are more prone to engaging in bulimic
behavior. Individuals higher in urgency tend to react rashly in response to negative
emotions in an attempt to relieve these emotions. This rash reaction may lead these
individuals to engage in negative emotional or avoidant coping behaviors, such as
bulimic behavior, to relieve negative affect.
In light of these findings and arguments, it is hypothesized that, for individuals
reporting higher levels of problem-focused coping, SERN, and social support, the
relationship between urgency and bulimic behavior will be weaker, whereas, for
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individuals reporting higher levels of emotion-focused coping, the relationship between
urgency and bulimic behavior will be stronger, relative to the overall sample. These
hypotheses are supported by research indicating that problem-focused coping, SERN, and
social support augment ability to cope with distress and hence result in fewer negative
outcomes, and that, in most circumstances, higher levels of emotion-focused coping
lessen ability to cope with distress and result in more negative outcomes. Furthermore,
we tested, in an exploratory vein, whether self-efficacy for experience and expression of
positive emotions predicted bulimic behavior or moderated the relationship between
negative urgency and bulimic behavior. Finally, in light of findings of Kariv and Heiman
(2005), we examined in an exploratory vein the possibility that 3-way task-focused
coping x SERN x negative urgency relationship predicts bulimic behavior. The main
hypotheses of this study are more specifically outlined below.
Research Questions and Hypotheses
1. Do coping styles moderate the relationship between negative urgency and
bulimic behavior? It is hypothesized that, (1a) for individuals who report higher levels of
problem-focused coping, the relationship between negative urgency and bulimic behavior
will be weaker, and (1b) for individuals who report higher levels of emotion-focused
coping, the relationship between negative urgency and bulimic behavior will be stronger
relative to the overall sample.
2. Does social support buffer the relationship between negative urgency and
bulimic behavior? It is hypothesized that, for individuals who report greater social
support, the relationship between negative urgency and bulimic behavior will be weaker,
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whereas for individuals who report lower social support, the relationship between
negative urgency and bulimic behavior will be stronger.
3. Does SERN moderate the relationship between negative urgency and bulimic
behavior? It is hypothesized that, for individuals who report higher SERN, the
relationship between negative urgency and bulimic behavior will be weaker, whereas, for
persons who report lower SERN, the negative urgency-bulimic behavior relationship will
be stronger, relative to the overall sample.
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CHAPTER 3
METHODOLOGY
Participants
The final sample consisted of 280 female college students from colleges and
universities across the United States. Of the 336 participants who began the study, 50 did
not complete one or more instruments or provide needed demographic data such as height
or weight, which were necessary for computation of Body Mass Index (BMI). The final
completion rate was 83.3%. Six additional outliers were removed from analyses, as
described below. All participants had the opportunity to receive their choice of a $1
Amazon mp3 gift card or a $1 donation to a charity from a provided list. Female college
students were the focus of this study because the incidence of eating disorders is higher
among women versus men and because the mean age of onset for bulimia in Americans
is 19 (APA, 2000b; Hoek, 2002; Hudson et al., 2007). Participants ranged in age from 18
to 57 years (M = 25.36 years; SD = 7.67), and 80% of the sample fell within the age
range considered at highest risk for eating disorders (15 – 29 years of age). The sample
was comprised of 215 White/Caucasians (76.8%), 38 African Americans (13.6%), 12
Asian Americans (4.3%), 12 Hispanics (4.3%), and 3 Native Americans (1.1%). With
regard to grade level, 10.4% of the sample reported being freshmen (n = 29), 38% were
sophomores (n = 13.6), 21.4% were juniors (n = 60), 21.4% were seniors (n = 60), 28.6%
were graduate students (n = 80), and 4.6% were post-graduate students (n = 13). The
largest number of volunteers (n = 154 or 55%) reported being enrolled at the University
of Memphis or the “UofM.” Volunteers also reported being enrolled at Rhodes College
(n = 19 or 6.8%), Samford University (n = 17 or 6.1%), California Maritime Academy (n
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= 6 or 2.1%), The State University of New York at Brockport (n = 5 or 1.8%), and
Washington State University (n = 4 or 1.5%). The remaining 75 volunteers reported
being enrolled at colleges and universities across the United States, with none
representing more than 1% of volunteers.
Procedure
Participants were recruited via e-mail, social networking websites, a website
devoted to participant recruitment, and classroom talks. A random sample of 3000
female student email addresses was requested from a public university in the
Southeastern United States. These students were sent an email describing the study and a
link to the SurveyMonkey website where the questionnaires were posted. Participants
recruited via social networking, the recruitment website findparticipants.com, and
classroom talks were provided with the same information about the study and were
offered the same incentives as participants recruited via email. Because SurveyMonkey
does not allow counterbalancing, two versions of the survey were created with the
instruments presented in different orders. Each version was completed by approximately
half of the participants, with 48.2% (n = 135) completing Version 1, and 51.8% (n = 145)
completing Version 2.
When participants entered the website for this survey, they first saw the informed
consent information. After providing their consent to participate, participants were guided
to the demographics questionnaire, which contained items requesting participant age, date
of birth, gender, race, relationship status, education level, current enrollment status, year
in college, name and size of current college, and height and weight (in order to compute
self-reported BMI, which is typically controlled in studies of bulimia). Participants were
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then presented with measures for the study. After completing all questionnaires,
participants were thanked and allowed to select a charity from a provided list to receive a
$1 donation or choose to receive a $1 Amazon mp3 gift card. Participants who chose to
receive the gift card were instructed to copy and paste a SurveyMonkey link into their
browser. This link directed participants to a separate survey where participants were
asked to enter the e-mail address to which they wanted their gift card sent. This
information was collected in a separate survey in order to prevent identifying information
from being linked to participants’ data. Of the 280 participants, 243 (86.8%) selected a
charity to receive a $1 donation. Participants were allowed to choose between The
Humane Society of the United States (n = 70 or 25%), the American Red Cross (n = 58 or
20.7%), Boys and Girls Clubs of America (n = 51 or 18.2%), Juvenile Diabetes Research
Foundation (n = 40 or 14.3%), and Special Operations Warrior Foundation (n = 24 or
8.6%).
Measures
The Bulimia Test – Revised (BULIT-R; Thelen, Farmer, Wonderlich, & Smith,
1991). The BULIT-R was used to assess bulimic behavior. The BULIT-R is a 36 item
self-report measure of severity of bulimic symptoms that was developed for use in a
nonclinical population based on the criteria for bulimia in the DSM-III-R (Thelen et al.,
1991). Although this assessment was designed to cover DSM-III-R diagnostic criteria,
Thelen, Mintz, and Vander Wal (1996) found that the additional diagnostic criteria
changes in the DSM-IV did not impair the validity of the measure as a diagnostic or a
screening instrument. The questions are presented in Likert-type format, with 28
questions covering the DSM-III-R diagnostic criteria, and 8 unscored questions that
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assess weight-control behaviors. Each item can have a score ranging from 1 to 5, and a
total score is obtained by summing the score of all items. This test contains no subscales.
Scores can range from 28 to 140, with higher scores indicating more bulimic
symptomatology.
In this study, the BULIT-R was used as a continuous measure of bulimic
symptoms, rather than as a dichotomous diagnostic measure. The use of the BULIT-R to
assess sub-clinical bulimic symptomatology is supported in the literature. Bardone-Cone,
Harney, and Boyd (2012) used the BULIT-R to examine the relationship between
parental expectations and bulimic symptoms among Black and White college women.
Rather than utilizing the recommended cut-off scores, the BULIT-R was used as a
continuous measure with higher scores indicating more symptoms. Ringham et al.,
(2008) utilized the BULIT-R in the same way to examine the relationship between
temperament traits and bulimic behavior in college women. They reported a mean score
of 52.59, SD = 20.19. Based on these results, it appears that useful information about
bulimic behavior in nonclinical populations can be attained by using the BULIT-R as a
continuous measure of bulimic symptoms.
Thelen et al. (1991) found the BULIT-R to have a test-retest reliability of .95
when it was administered to participants two months after the original administration. It
was also found to correlate strongly with the Binge Scale (Hawkins & Clement, 1981),
and the Bulimia Test (BULIT) (Smith & Thelen, 1984), with Pearson product-moment
correlations of .85 and .99, respectively (Thelen et al., 1991). Brelsford, Hummel, and
Barrios (1992) also examined the construct validity of the BULIT-R and found that that
BULIT-R scores correlated significantly with measures of both binging (r = .65) and
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purging (r = .60). Additionally, Thelen et al. (1991) found the BULIT-R to have a high
internal consistency (α = .92). Fernandez, Malacrne, Wilfley, and McQuaid (2006)
investigated the usefulness of the BULIT-R in college women from multiple ethnic
backgrounds (African American, Asian American, Hispanic, and Caucasian). Cronbach’s
alpha was calculated as ranging between .92 and .95 for different ethnic groups,
indicating high internal consistency reliability across all ethnic groups examined.
Urgency, Premeditation (lack of), Perseverance (lack of), and Sensation-seeking
Impulsive Behavior Scale (UPPS, Whiteside & Lynam, 2001). The Urgency scale of the
UPPS was used to measure negative urgency. The UPPS, which consists of 45 items
rated on a 5-point (0 to 4) Likert scale, was developed to measure four impulsivityrelated traits: negative urgency, premeditation (lack of), perseverance (lack of), and
sensation-seeking (Magid & Colder, 2007). The 12 items on the urgency scale address
problems including difficulty controlling impulses, difficulty resisting cravings, and the
tendency to do or say things that one regrets when feeling bad, feeling rejected, or in the
midst of an argument (Whiteside & Lynam, 2001). Although Cyders et al. (2007) have
developed an additional UPPS scale measuring positive urgency, the original UPPS
scales capture negative urgency, which is the focus of this study.
The scales of the UPPS are not intended to represent four facets of impulsivity,
but are conceived of as separate personality traits that cause individuals to act in a similar
manner (i.e., to appear that they are acting impulsively) (Whiteside, Lynam, Miller, &
Reynolds, 2005). The five factor model of personality was utilized in deriving the scales
for the UPPS, with each scale being associated with a domain of the NEO-PI-R. The
unique correlations between each UPPS scale and NEO-PI-R domain demonstrate the
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discriminant validity of the UPPS. Premeditation and Perseverance are captured by the
trait of conscientiousness, Sensation-Seeking is embedded within the trait of extraversion,
and Urgency is captured by the trait of neuroticism (Whiteside et al., 2005).
Outcomes previously related broadly to impulsiveness have been found to relate
to different scales of the UPPS. In a study examining the validity of this structure of
impulsivity, Whiteside et al. (2005) administered the UPPS to individuals with borderline
personality disorder, pathological gamblers, individuals with alcohol problems who were
separated into groups based of high and low antisocial personality disorder symptoms,
and a control group. Results supported the construct validity of the UPPS, since each
scale was differentially related to each of the five pathology groups. The authors also
found that Urgency and Sensation-Seeking were the scales that best separated clinical and
control populations. Urgency was most consistently related to psychopathology,
suggesting that difficulty regulating responses to affect may be a driving factor for many
disorders defined by impulsive behavior, such as gambling, eating disorders, and
borderline personality disorder.
The four factor structure of this measure has been supported using confirmatory
and exploratory factor analysis (Lynam & Miller, 2004; Magid & Colder, 2007;
Whiteside & Lynam, 2001). Whiteside and Lynam (2001) found that all scales displayed
good internal consistency, ranging from .82 to .91. The internal consistency coefficient
for the Urgency scale was .90. Whiteside and Lynam (2001) also reported a mean of .58
for convergent corrected item-total correlations, with a range from .38 to .79, and a mean
of .017 for divergent item-total correlations, with a range from .005 to .33. Correlations
among the scales ranged from .45 to 0, with an average of .22. The Urgency scale was
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positively correlated with the Perseverance (.29), Premeditation (.28), and Sensation
Seeking (.18) scales.
In another examination of the factorial structure of the UPPS, Magid and Colder
(2007) found that correlations between the scales were low (-.24 – .38), indicating
relative independence between the four factors. The Urgency scale was positively
correlated with the Sensation Seeking scale (.16), and negatively correlated with the
Premeditation (-.22) and Perseverance (-.19) scales. Whiteside et al. (2005) found similar
intercorrelations between the scales, with a median intercorrelation of .34, confirming
that each factor, although overlapping to some degree, measured a distinct facet of
impulsiveness. In an examination of the differential validity of the UPPS, it was found to
have a positive predictive power of .84 and negative predictive power of .67 (Whiteside
et al., 2005). Positive predictive power indicates the ability of the UPPS to differentiate
individuals with psychopathology from a control group. In the sample utilized by
Whiteside et al., the UPPS correctly identified 93.5% of the pathology group. Negative
predictive power pertains to the ability of the UPPS to identify normal participants. The
UPPS correctly classified only 41.4% of the normal group. Overall, results of these
studies indicate that the UPPS displays adequate reliability, convergent validity, and
discriminant validity. These results suggest that the Urgency scale also displays adequate
reliability, and that it measures a distinct trait related to impulsiveness.
Coping Inventory for Stressful Situations (CISS, Endler & Parker, 1990). The
CISS was used to assess coping style. The CISS is a 48-item measure that consists of
three scales (Task-Oriented Coping, Emotion-Oriented Coping, and Avoidance-Oriented
Coping), each consisting of 16 items. The Avoidance-Oriented Coping scale is further
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divided into two subscales, Distraction and Social Diversion. Items are rated on a 5-point
Likert-type scale, with higher scores indicating more use of a coping strategy. Research
indicates that the Emotion-Oriented Coping scale assesses primarily negative forms of
emotion-oriented coping (Stanton, Danoff-Burg, Cameron, & Ellis, 1994).
Endler and Parker (1994) examined the factor structure, construct validity, and
concurrent validity of the CISS. Using samples of adults and college students, they
compared the congruence coefficients to the factor structures originally reported by
Endler and Parker (1990). They found coefficients of .94 or greater along the diagonal
for all comparisons, indicating that the factor structure found in these samples was almost
identical to the structure originally found by Endler and Parker (1990) when the scale was
developed. Good internal consistency reliability was found for all scales, with alpha
coefficients ranging between .77 and .90. When gender differences were examined, men
in the college sample were found to score higher on the CISS Task-Oriented Coping
scale, and women in both the college and adult samples scored significantly higher on the
Emotion-Oriented Coping and Avoidance-Oriented Coping scales, as well as the
Avoidance-Oriented Coping subscales of Distraction and Social Diversion.
In an examination of the construct validity of the CISS, 95 normal adults
completed this measure in addition to the Coping Strategy Indicator and the Defense
Style Questionnaire (Endler & Parker, 1994). A significant positive correlation was found
between the CISS Task-Oriented Coping scale and the CSI Problem Solving scale, and
also between the CISS Emotion-Oriented Coping scale and the CSI Avoidance scale. The
CSI Seeking Social Support scale was also significantly positively correlated with the
CISS Social Diversion subscale. Correlations between the CISS and DSQ were also
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found in the expected directions, with significant positive correlations between the DSQ
Mature Defenses scale and the CISS Task scale, the DSQ Neurotic Defense scale and the
CISS Emotion and Avoidance scales (for female participants only), and the DSQ
Immature Defense Scale and the CISS Emotion scale. The authors suggested that the
lack of significant correlation between CISS scales and the DSQ Neurotic Defense scale
for men may be due to the DSQ being influenced by gender differences. These results
support the construct validity of the CISS, since the scales and subscales of the CISS
were found to significantly correlate with the corresponding scales the CSI and DSQ. The
factor structure of the CISS was further studied by Cosway, Endler, Sadler, and Dearly
(2000), whose findings supported the 3-factor structure and the subscales of the
Avoidance-Oriented Coping subscale.
Multidimensional Scale of Perceived Social Support (MPSS, Zimet, Dahlem,
Zimet, & Farley, 1988). The MPSS was used to assess perceived social support. The
MPSS is a 12-item self-report scale that measures perceived adequacy of social support
received from one’s family, friends, and significant other. The questions are presented in
Likert-type format, with four questions devoted to each social support source. Items are
ranked on a 7-point scale ranging from “very strongly disagree” to “very strongly agree.”
Zimet et al. (1988) examined the reliability and validity of the MSPSS in a sample of 275
undergraduate students. Good internal reliability was found the scale overall (.88) as
well as each subscale (.85, .87, and .91) for Friends, Family, and Significant Other,
respectively (Zimet et al., 1988).
Construct validity was also demonstrated, with social support from family as
measured by the MSPSS having significant negative correlations with the Depression (r
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= -.24) and Anxiety (r = -.18) subscales of the Hopkins Symptom Checklist. A significant
negative correlation was also found between Friend (r = -.24) and Significant Other (r = .15) support subscales and depression but not anxiety. Similarly, a negative correlation
was found between the full scale MSPSS and depression (r = -.25). Of the original
participants, 69 completed the assessment again between 2 to 3 months later. Test-retest
reliability for the three subscales (Friends, Family, Significant Other) were .75, .85, and
.72, respectively.
Clara, Cox, Enns, Murray, and Torgrudc (2003) used confirmatory factor
analysis to assess the factor structure of the MSPSS in college and psychiatric samples.
Good internal consistency reliability was found for all subscales in the college sample
(Friends α = .93, Family α = .92, and Significant Other α = .93) and the psychiatric
sample (Friends α = .94, Family α = .92, and Significant Other = .94). The three-factor
structure was supported in both samples as well. Further support for the construct
validity of the MSPSS was also found, with all the subscales displaying significant
negative correlations with scores on the Beck Depression Inventory (Beck, Ward,
Mendelson, Mock, & Urbaugh, 1961). Additionally, significant negative correlations
were found between scores on the Inventory to Diagnose Depression and scores on the
Friends and Family subscales. Overall, these results suggest that the MSPSS is a
psychometrically sound measure that can adequately assess perceived social support in
varying populations that exhibit a range of symptom severity.
The Multidimensional Negative Emotions Self-Regulatory Efficacy Scale
(MNESRES; Caprara, Di Guinta, Pastorelli, & Eisenerg, 2012). The Multidimensional
Negative Emotions Self-Regulatory Efficacy Scale (MNESRES) was used as a measure
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of affective self-regulatory efficacy. The MNESRES is a 15-item self-report scale. The
measure consists of five subscales measuring perceived self-efficacy for managing
anger/irritation (SE_AI), despondency/sadness (SE_DS), fear (SE_F),
shame/embarrassment (SE_SE), and guilt (SE_G). Items are rated on a 5-point
Likert scale that ranges from 1 “not well at all” to 5 “very well”.
Caprara et al. (2012) assessed the factor structure of the MNESRES in a sample
of Italian young adults and a sample of college students from the United States.
Confirmatory factor analysis based on the Italian sample revealed that the model best
fitting the structure of the MNESRES consisted of the SE_F scale by itself and two
second-order factors derived by grouping the SE_AI and SE_DS scales and the SE_SE
and SE_ G scales. Together, the SE_AI and SE_DS scales assessed self-efficacy for
managing negative emotions in response to perceived obstacles and slights from others.
SE_SE and SE_G together reflect self-efficacy for dealing with self-conscious or moral
emotions in response to obstruction of motivation to avoid aversive outcomes. SE_F
reflects self-efficacy handling fear. This model was also found to fit well when the
sample from the United States was assessed. Good internal consistency reliability was
found in both samples (Italian sample: SE_AI α = .81, SE_DS α = .85, SE_F α = .83,
SE_SE α = .83, SE_G α = .83; United States sample: SE_AI α = .60, SE_DS α = .63,
SE_F α = .70, SE_SE α = .74, SE_G α = .72).
Caprara et al. (2012) also assessed the construct validity of the MNESRES by
examining relationships between the MNESRES scales and dispositional irritability,
depression, shyness, fearful emotion, and need of reparation. Emotional stability was also
assessed and controlled for. Emotional stability was significantly positively correlated
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with all MNESRES factors. The five scales of the MNESRES were also found to account
for between 12 – 31% of the variance in scores on measures of dispositional adjustment.
When all five scales were entered into a standard multiple regression simultaneously as
predictors of dispositional adjustment, unique relationships were found between scales
and dispositional outcomes. SE_AI was the only scale significantly and negatively
associated with irritability, SE_DS was significantly and negatively associated with
depression, SE_DS and SE-SE were significantly negatively related to shyness, SE_F
was negatively related to fearful affect, SE_AE was significantly positively correlated
with need of reparation, and SE_G was significantly negatively correlated with need of
reparation. These results support the construct validity of the MNESRES.
Regulatory Emotional Self-Efficacy Scale (RESE, Caprara & Gerbino, 2001;
Caprara et al., 2008). The Regulatory Emotional Self-Efficacy Scale (Caprara & Gerbino,
2001; Caprara et al., 2008) will be used to measure self-efficacy for expressing positive
affect. The RESE is a 12-item self-report measure assessing perceived ability to express
and regulate affect. Only the four items assessing ability to express positive affect will be
administered. Each item is rated on a 5-point Likert-type scale, with higher scores
indicating greater perceived ability to manage or regulate one’s emotional life.
Caprara et al. (2008) assessed the factor structure of the RESE in samples from
the United States, Bolivia, and Italy. Exploratory factor analysis revealed three factors:
capability to express positive affect (POS), capability to manage despondency/distress
(DES), and capability to manage anger/irritation (ANG). For the Italian sample,
percentage of variance explained by the subscales ranged from 35.32 to 64.05, and alpha
coefficients ranged from .73 to .85. For the Bolivian sample, percentage of variance
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explained ranged from 29.66 to 56.51, and alpha coefficients were between .64 and .81.
In the sample from the United States, the percentage of variance explained ranged from
29.03 to 55.14, and alpha coefficients were between .69 and .72. Construct validity of the
RESE was assessed by examining correlations between all factors and self-esteem,
positive affect, negative affect, shyness, irritability, aggression, anxiety/depression
problems, and prosocial behavior (Caprara et al., 2008).
Confirmatory factor analysis revealed that a model consisting of one secondorder factor with two first order factors (DES and ANG), each consisting of four items,
and a first-order positive factor with four items, fit best with the data obtained from the
Italian, United Sates, and Bolivian samples (Caprara et al., 2008). With minor
limitations, confirmatory factor analysis revealed that this factor structure replicated
across the samples from all countries. This model was found to be replicated across
genders in all samples as well, although there were some limitations. These results
suggest that the scales of the RESE exhibit good reliability and validity with a range of
populations.
Daily Drinking Questionnaire (DDQ; Collins, Parks, & Marlatt, 1985). The DDQ
(Collins et al., 1985) will be used to assess average weekly alcohol consumption. As
previously discussed, individuals engaging in bulimic behavior are more likely to engage
in other addictive behaviors, such as excessive alcohol use. Therefore, participants’
alcohol consumption will be assessed to provide further information about their level of
engagement in addictive behaviors. The DDQ is a self-report measure assessing volume
of alcohol consumption. Participants are asked to estimate the average number of
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standard drinks they consumed each day of the week during the past 3 months. These
results provide an estimate of the participant’s average weekly alcohol consumption.
Collins et al. (1985) assessed the convergent validity of the DDQ with the
Drinking Practices Questionnaire (DPQ) in a college student sample. Results indicated
that the measures were significantly correlated r(52) = .50, p = .001. Similar results were
found by Corbin, Morean, and Benedict (2008) when they examined convergent validity
of the DDQ with other college student drinking measures, with results ranging between
.50 and .60.
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CHAPTER 4
RESULTS
Preliminary Analyses
Preliminary analyses assessed relationships between demographic variables and
instrument scores. Age, race, BMI, and current grade level were all significantly
correlated with at least one independent variable, and both theory and empirical evidence
suggests that these variables are related to bulimic behaviors and other eating disorders.
Therefore, they were controlled for in the first block of the regression analyses.
Relationships between the dependent and independent variables were also assessed.
Significant correlations were found between urgency and all hypothesized moderator
variables [social support (r = -.25 p < .01); SERN (r = -.49, p < .01); emotion-focused
coping (r = .47, p < .01); and task-focused coping (r = -.36, p < .01)]. Negative urgency
was also significantly correlated with bulimic behavior (r = .49, p < .01). Ideally,
moderators should have low correlations with the predictor they are hypothesized to
moderate, although this is often not the case in social science research. This limitation
will be considered in the interpretation of the regression. All hypothesized moderator
variables were significantly correlated with bulimic behavior as well [social support (r = .29, p < .01); SERN (r = -.36, p < .01); emotion-focused coping (r = .37, p < .01); and
task-focused coping (r = -.24, p < .01)]. These correlations are all in the expected
direction, with all variables except emotion-focused coping negatively related to bulimic
behavior.
Mean scores of all instruments were comparable to means reported in the
literature. All measures were found to have high reliability. Coefficient alphas for the
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CISS were .90 for the Emotion-focused Coping Scale and .93 for the Task-focused
Coping Scale, .93 for MPSS score, .91 for the UPPS score, .94 for the BULIT-R score,
.91 for the MNESRES score, .85 for the DDQ score, and .89 for the 4-item RESE
subscale that measures self-efficacy for experience and expression of positive affect.
Additional descriptive statistics are provided in Table 1.
Test of Hypotheses
Hierarchical multiple regression was used to test the hypotheses. Prior to the
initial regression analysis, all predictors were standardized to control for multicollinearity
and to render interpretation of interactions straightforward (Frazier, Tix, & Barron,
2004). Four outliers with standardized residuals more than 3 SD from the mean, and two
outliers with Cook’s distance and centered leverage values more than 3 SD from the
mean were removed from the analyses. Three cases missing a value for BMI were also
excluded from analyses, leaving a final N of 280. Diagnostics were conducted to test for
any violations of assumptions for regressions. The assumption of normality was violated,
as the histogram and P-P plot revealed marked positive skew. To address this, a
logarithmic transformation was performed on BULIT-R scores, which sufficiently
normalized the distribution. Collinearity diagnostics revealed no problematic
multicollinearity: Tolerance values ranged from .45 to .96, and VIF values ranged from
1.03 to 2.21. The Durbin-Watson statistic value of 2.05 documented that the error values
of the predictors were independent of one another. The data were linear and displayed
homoscedasticity.
In the initial regression, control variables (age, race, current grade level, and BMI)
were entered in the first step. Urgency was entered in the second step. Hypothesized
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moderators—SERN, task-focused coping, emotion-focused coping, and social support—
were entered in the third step. In an exploratory vein, self-efficacy for expressing positive
affect was also included in the third step. Squares of each main effect term were entered
in the initial regression in order to check for curvilinearity. Two-way interaction terms
(negative urgency × SERN, negative urgency × self-efficacy for experiencing and
expressing positive affect, negative urgency × task-focused coping, negative urgency ×
emotion-focused coping, negative urgency × overall social support, and task-focused
coping × SERN) were entered in the fourth step. The task-focused coping x SERN
interaction was entered at this step because all 2-way interactions that comprise a 3-way
interaction must be entered prior to entry of the 3-way interaction; the 3-way taskfocused coping x SERN x urgency interaction was entered in the fifth step. Results (see
Table 2) showed that the full model accounted for 38% of the variance in bulimic
behavior, F(17, 262) = 9.27, p < .001. The first block was significant, R2 = .06; ∆F (4,
275) = 4.33, p = .002, and explained 6% of the variance in bulimic behavior. In
examining univariate predictors, BMI (β = .22, t(275) = 3.67, p < .001) was the only
significant predictor of bulimic behavior in the first block. The second block was also
significant, ∆R2 = .05; ∆F (1, 274) = 91.54, p = .001, indicating that negative urgency
predicted significant variance in bulimic behavior, β = .49, t(274) = 9.57, p < .001.
Negative urgency explained approximately 24% of the variance in bulimic behavior. The
third block was significant as well, ∆R2 = .05; ∆F (5, 269) = 4.41, p = .001. The fourth
block, containing the interaction terms, was not significant ∆R2 = .02; ∆F (6, 263) = 1.09,
p = .37. However, the fifth block was significant, ∆R2 = .01; ∆F (1, 262) = 4.81, p = .03
Additional results are discussed as they relate to the hypotheses.
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Hypothesis 1a: The relationship between negative urgency and bulimic behavior
will be weaker for individuals reporting higher levels of problem-focused coping. This
hypothesis was not supported, as the interaction term for task-focused coping was not
significant, β =.01, 95% CIs [-.02, .02], t(263) = .20, p = .84. Task-focused coping was
also not a significant predictor in the third block β =.01, 95% CIs [-.02, .02], t(269) = .14,
p = .89.
Hypothesis 1b: The relationship between negative urgency and bulimic behavior
will be stronger for individuals reporting higher levels of emotion-focused coping. This
hypothesis was not supported, as the emotion-focused coping x negative urgency
interaction was not significant, β = -.08, 95% CIs [-.03, .01], t(263) = -1.27, p = .21.
However, emotion-focused coping directly predicted bulimic behavior, β = .14, 95% CIs
[.00, .04], t(269) = 2.36, p = .02.
Hypothesis 2: The relationship between negative urgency and bulimic behavior
will be weaker for individuals reporting higher levels of social support. This hypothesis
was supported. The interaction between negative urgency and social support significantly
predicted bulimic behavior (β = -.12, 95% CIs [-.04,-.00], t(263) = -2.05, p = .04). Based
on the recommendations of Holmbeck (2002), post-hoc probing of the interaction was
conducted. Simplified regressions were run containing only the main effects and the
interaction term, the simple slopes test was conducted, and the interaction was graphed.
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Table 1
Correlations between Scales and Subscales
Measure
1. BULIT-R
2. UPPS
3. MPSS total
4. MPSS-fri
5. MPSS-fam
6. MPSS-s.o.
7. CISS-E
8. CISS –T
9. MNESRES

1
--

2
.49**

3
-.29**

4
-.24**

5
-.26**

6
-.20**

7
.37**

8
-.24**

9
-.36**

10
-.28**

11
-.31**

12
-.29**

13
-.29**

14
-.20**

15
-.31**

16
.15**

M
1.87

SD
0.69

--

-.25**

-.22**

-.26**

-.14**

.47**

-.36**

-.49**

-.43**

-.42**

-.35**

-.36**

-.31**

-.28**

.09

2.15

0.66

--

.81**

.80**

.81**

-.25**

.31**

.33**

.20**

.34**

.28**

.21**

.23**

.42**

-.07

5.65

1.17

--

.49**

.51**

-.22**

.29**

.31**

.22**

.30**

.26**

.20**

.21**

.39**

-.01

5.57

1.34

**

**

**

**

**

**

**

**

**

**

-.09

5.57

1.34

--

.44

--

-.26

.32

.33

-.13*

.14**

.17**

.10**

.19**

.11*

.13*

.10*

.30**

-.07

5.82

1.51

--

-.17**

-.47**

-.40**

-.43**

-.30**

-.38**

-.29**

-.25**

-.05

2.84

0.77

--

.50**

.40**

.46**

.44**

.36**

.27**

.38**

-.08

3.63

0.72

--

.69**

.84**

.74**

.83**

.71**

.41**

.03

3.11

0.74

**

**

**

**

**

.04

3.24

0.89

10. SE_AI

.17

--

11. SE_DS

.33

.50

--

12. SE_F
13. SE_SE
14. SE_G
15. RESE
16. DDQ

.32

.39

.18

.48

.25

.32

.32

.24

.55**

.63**

.53**

.42**

.07

3.10

0.97

--

.55**

.35**

.29**

.01

3.43

0.96

--

.48**

.39**

.09

3.23

1.00

--

.22**

-.00

2.53

1.01

--

.01

4.09

0.87

--

0.50

0.83

Note. ** p < .01(two-tailed); *p < .05 (two-tailed). N = 280 for measures 1 – 15, N = 270 for measure 16. BULIT-R = Bulimia Test-Revised; UPPS = Urgency, Premeditation (lack of), Perseverance
(lack of), and Sensation-seeking Impulsive Behavior Scale; MPSS total = Multidimensional Scale of Perceived Social Support Full Scale; MPSS-fri = MPSS friend subscale; MPSS-fam = MPSS
family subscale; MPSS-s.o. = MPSS significant other subscale; CISS-E = Coping Inventory for Stressful Situations Emotion-Focused Coping scale; CISS-T = Coping Inventory for Stressful
Situations Task-Focused Coping scale; MNESRES = The Multidimensional Negative Emotions Self-Regulatory Efficacy Scale; SE_AI = Self-efficacy Anger/Irritation; SE_DS = Self-efficacy
Despondency/Sadness; SE_F = Self-efficacy Fear; SE-SE = Self-efficacy Shame/Embarrassment; SE_G = Self-efficacy Guilt; RESE = Regulatory Emotional Self-Efficacy Scale; DDQ = Daily
Drinking Questionnaire.
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Table 2
Hierarchical Multiple Regression: Task-focused Coping, Emotion-Focused Coping,
Social Support, Self-Efficacy for Regulating Negative Affect (SERN), and Self-Efficacy
for Expressing Positive Emotions as Moderators of the Urgency—Bulimic Behavior
Relationship (N = 280)

Variable

B

SE

Β

T

P

Lower

Upper

CI

CI

95%

95%

R2

.06

Step 1
Race

-.01

.01

-.06

-.96

.34

-.02

.01

Age

-.00

.00

-.13

-1.90

.06

-.01

.00

BMI

.01

.00

.23

3.67

.00

.00

.01

GLev

.00

.01

-.00

-.04

.97

-.01

.01

Step 2
Race

-.01

.01

-.06

-1.18

.24

-.02

.00

Age

-.00

.00

-.06

-.99

.33

-.00

.00

BMI

.00

.00

.18

3.30

.00

.00

.01

GLev

.00

.01

.03

.52

.60

-.01

.02

Urg

.07

.01

.49

9.57

.00

.06

.09

Step 3
Race

-.01

.01

-.06

-1.13

.26

-.02

.00

Age

-.00

.00

-.06

-1.00

.32

-.00

.00

BMI

.00

.00

.16

3.12

.00

.00

.01

GLev

.00

.01

.03

.60

.55

-.01

.02

Urg

.05

.01

.36

5.89

.00

.04

.05

SS

-.01

.01

-.08

-1.46

.15

-.03

-.01

TC

.00

.01

.01

.14

.89

-.02

.02

EC

.02

.01

.14

2.36

.02

.00

.04

SERN

-.01

.01

-.03

-.47

.64

-.03

.02

PSE

-.02

.01

-.12

-1.96

.05

-.03

.00

F

4.33

P

ΔR2

.00

-

ΔF

Δp

-

-

.30

22.91

.00

.24

91.54

.00

.35

14.38

.00

.05

4.41

.00

(table continues)
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Table 2 (continued)
Hierarchical Multiple Regression: Task-focused Coping, Emotion-Focused Coping,
Social Support, Self-Efficacy for Regulating Negative Affect (SERN), and Self-Efficacy
for Expressing Positive Emotions as Moderators of the Urgency—Bulimic Behavior
Relationship
Variable

B

SE

β

T

P

Lower

Upper

CI

CI

95%

95%

Step 4
Race

-.01

.01

-.05

-.94

.35

-.02

.01

Age

-.00

.00

-.05

-.84

.40

-.00

.00

BMI

.00

.00

.17

3.20

.00

.00

.01

GLev

.00

.01

.04

.60

.55

-.01

.02

Urg

.06

.01

.38

6.08

.00

.04

.08

SS

-.01

.01

-.09

-1.60

.11

-.03

.00

TC

.00

.01

.02

.27

.79

-.02

.02

EC

.02

.01

.14

2.23

.03

.00

.04

SERN

-.00

.01

-.03

-.37

.71

-.03

.02

PSE

-.02

.01

-.10

-1.65

.10

-.03

.00

SSxUrg

-.02

.01

-.12

-2.05

.04

-.04

-.00

TCxUrg

.00

.01

.01

.20

.84

-.02

.02

ECxUrg

-.01

.01

-.08

-1.27

.21

-.03

.01

TCxSERN

.00

.01

.03

.44

.66

-.01

.02

SERNxUrg

.01

.010

.04

.50

.62

-.02

.03

-.00

.01

-.03

-.40

.70

-.02

.02

PSExUrg
Step 5
Race

-.01

.01

-.05

-1.02

.31

-.02

.01

Age

-.00

.00

-.06

-1.03

.30

-.00

.00

BMI

.00

.00

.17

3.33

.00

.00

.01

GLev

.00

.01

.04

.65

.52

-.01

.02

Urg

.06

.01

.42

6.47

.00

.04

.08

R2

F

P

ΔR2

ΔF

Δp

.36

9.41

.00

.02

1.09

.37

.38

9.27

.00

.01

4.81

.03

(table continues)
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Table 2 (continued)
Hierarchical Multiple Regression: Task-focused Coping, Emotion-Focused Coping,
Social Support, Self-Efficacy for Regulating Negative Affect (SERN), and Self-Efficacy
for Expressing Positive Emotions as Moderators of the Urgency—Bulimic Behavior
Relationship
Variable

B

SE

Β

T

P

Lower

Upper

CI

CI

95%

95%

SS

-.01

.01

-.09

-1.58

.12

-.03

.00

TC

-.00

.01

-.03

-.46

.64

-.02

.02

EC

.02

.01

.13

2.10

.04

.00

.04

SERN

-.01

.01

-.08

-1.04

.30

-.03

.01

PSE

-.02

.01

-.10

-1.66

.10

-.03

.00

SSxUrg

-.02

.01

-.12

-1.98

.05

-.04

.00

TCxUrg

.00

.01

.03

.43

.67

-.02

.02

ECxUrg

-.00

.01

-.03

-.51

.61

-.02

.01

TCxSERN

.01

.01

.07

1.07

.29

-.01

.02

SERNxUrg

.01

.01

.09

1.11

.27

-.01

.03

-.01

.01

-.06

-.87

.39

-.03

.01

-.02

.01

-.16

-2.19

.03

-.03

-.00

PSExUrg

R2

F

P

ΔR2

ΔF

TCxSERN
xUrg
Note. BMI = Body Mass Index; GLev = Grade Level; Urg = Urgency; SS = Social Support; TC = Task-Focused Coping; EC =
Emotion-Focused Coping; SERN = Self-Efficacy for Regulating Negative Affect; PSE = Self-Efficacy for Experiencing and
Expressing Positive Emotions; x = interaction.
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Δp

The interaction term remained significant in the simplified regression (β = -.10, 95% CIs
[-.03, -.00], t(276) = -2.05, p = .04), and the step at which the interaction term was
entered accounted for significant variance in bulimic behavior, ΔR2 = .01, ΔF(1, 276) =
4.22, p = .04. The simple slopes test revealed that the relationship between negative
urgency and bulimic behavior was significantly weaker at high levels of social support (b
= .05, 95% CIs [.03, .07], t(276) = 4.78, p < .001), than it was at moderate (b = .06, 95%
CIs [.05, .08], t(276) = 8.87, p < .001) or low levels of social support (b = .08, 95% CIs
[.06, .11], t(276) = 7.70, p < .001). Figure 1 depicts the results of this simplified
regression at high (1 SD above the mean) and low (1 SD below the mean) levels of social
support.
1.5

Bulimic Behavior

1
Low Social
Support

0.5

High Social
Support

0
-0.5
-1
-1.5
Low Urgency

High Urgency

Figure 1. Prediction of Bulimic Behavior by Negative Urgency at High and Low Levels
of Social Support.

Hypothesis 3: The relationship between negative urgency and bulimic behavior
will be weaker for individuals reporting higher levels of self-efficacy for regulating
negative emotions. This hypothesis was not supported, as the interaction between
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negative urgency and SERN did not predict significant variance in bulimic behavior (β =
.04, 95% CIs [-.02, .03], t(263) = .50, p = .62). SERN also did not directly predict bulimic
behavior in block 3 (β = -.03, 95% CIs [-.03, .02], t(269) = -.47, p = .64).
Post-Hoc Exploratory Analyses
After tests of the hypotheses were examined, the 3-way task-focused coping ×
SERN × negative urgency interaction tested in the full model was explored. This
interaction was tested based on research indicating that college students tended to utilize
task-focused coping more frequently to address sources of stress perceived as more
controllable (Kariv & Heiman, 2005), and furthermore that task-focused coping buffered
the relationship between more controllable sources of stress and alcohol use (Hussong,
2003). As SERN relates to the perceived ability to control one’s reactions to stress and
negative emotions, individuals higher in SERN may be more likely to perceive sources of
stress and trait tendencies toward urgency as more controllable. Indeed, this interaction
was found to be significant when entered in the full model (β = -.16, 95% CIs [-.03, -.00],
t(262) = -2.19, p = .03). Post-hoc probing, as recommended by Holmbeck (2002),
revealed that the interaction remained significant when entered in a reduced model that
included the three main effects, all possible 2-way interactions, and the 3-way interaction
term (β = -.15, 95% CIs [-.03, -.00], t(272) = -2.19, p = .03). The simple slopes test was
conducted, and the interaction was plotted to further explore the direction of the taskfocused coping × SERN × negative urgency relationship. Graphing the interaction
revealed that the interactions of both high SERN high task-focused coping, and high
SERN and low task-focused coping served as a weak buffers in the relationship between
negative urgency and bulimic behavior (see Figure 2).
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0.5
0.45

Bulimic Behavior

0.4
(1) High SERN, High
Task-Focused Coping
(2) High SERN, Low
Task-Focused Coping
(3) Low SERN, High
Task-Focused Coping
(4) Low SERN, Low
Task-Focused Coping

0.35
0.3
0.25
0.2
0.15
0.1
0.05
0
Low Urgency

High Urgency

Figure 2. Prediction of Bulimic Behavior by Negative Urgency at High and Low Levels
of SERN and Task-Focused Coping.

Self-efficacy for experience and expression of positive emotions was also
included in the full model as predictor and potential moderating variable (Table 2). Since
SERN only assesses self-efficacy as it relates to negative emotions, including this
variable in the full model captured a more complete picture of the ability of emotionrelated self-efficacy to predict bulimic behavior and buffer the negative urgency—
bulimic behavior relationship. Self-efficacy for ability to experience and express positive
emotions did not moderate the relationship between negative urgency and bulimic
behavior (β = -.03, 95% CIs [-.02, .02], t(263) = -.40, p = .69), however this form of self-
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efficacy did approach significance as a direct predictor of bulimic behavior (β = -.12,
95% CIs [-.03, .00], t(269) = -1.96, p = .05).
A third regression was conducted to examine whether subtypes of social support –
support from family, friends, or significant other – moderated the relationship between
negative urgency and bulimic behavior. This regression was identical to the first
regression, except that the three subtypes of social support were entered instead of overall
social support in step three, and interactions of the three subtypes of social support with
negative urgency, rather than only the interaction of overall social support with negative
urgency, were entered in step four. The R2 change (.02) associated with the step
containing the interaction terms was not significant, ΔF(3, 268) = 2.39, p = .07. However,
the interaction between support from family and urgency was significant (β = -.12, 95%
CIs [-.04, -.00], t(268) = -2.02, p = .04). When a simplified regression was conducted to
further assess the relationship between support from family and negative urgency, this
interaction only approached significance (β = -.10, 95% CIs [-.03, .00], t(276) = -1.97, p
= .05).
Finally, in an exploratory analysis, an additional regression analysis was
conducted to assess whether the five subtypes of SERN (anger/irritation,
despondency/sadness, fear, shame/embarrassment, and guilt) moderated the relationship
between negative urgency and bulimic behavior. At least one previous study (Lightsey et
al., 2011) found that a subtype of SERN exhibited a significant buffering effect whereas
overall SERN did not. This analysis was identical to the first two, with the exception that
subtypes of SERN rather than overall SERN were entered in the third block, and the
interactions between subtypes of SERN and urgency rather than overall SERN with
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negative urgency were entered in the fourth block. The R2 change associated with the
step of interactions was not significant, ΔR2 = .00, ΔF(5, 264) = .23, p = .95. No subform
of SERN moderated the relationship between negative urgency and bulimic behavior.
Participants’ alcohol use was also assessed, as previous studies have demonstrated
links between problematic substance use and both negative urgency and bulimic
behavior. Average weekly alcohol consumption, as measured by the DDQ, was
significantly positively correlated with bulimic behavior (r = .15, p < .01; see Table 1).
No significant correlations were found between average weekly alcohol consumption and
negative urgency or any of the independent variables. It should be noted that only 270 of
the 280 participants included in the dataset had valid scores on the DDQ. This is likely
due to participants neglecting to follow the instructions to enter a ‘0’ amount for days
they typically do not drink, and instead leaving the question blank.
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CHAPTER 5
DISCUSSION
The persistent frequency of bulimia and bulimic behavior, particularly among
female college students (Berg et al., 2009; Edwards-Hewitt & Gray, 1993), underscores
the importance of further exploring factors that predict bulimic behavior and buffer the
relationship between risk factors such as negative urgency and bulimic behavior. Despite
multiple studies indicating that negative urgency predicts bulimic behavior, no
moderators of this relationship have been identified. It was hypothesized that factors
including task-focused coping, social support, and self-efficacy for regulating negative
affect (SERN) that have been found to buffer the relationship between vulnerability
factors and important well-being-related outcomes may also buffer the negative
urgency—bulimic behavior relationship. It was also hypothesized that emotion-focused
coping, which has been found to predict increased distress, may strengthen the
relationship between negative urgency and bulimic behavior.
Participants reported engaging in bulimic behavior at rates similar to those found
in previous studies (Bardone-Cone et al., 2012; Ringham et al., 2008). Scores on the
BULIT-R, which reflect participants’ mean item score rather than the sum of all items,
ranged from 1 to 4.25 (M = 1.87, SD = .70). Scores over 1 reflect endorsement of bulimic
behavior, indicating that most participants reported engaging in some level of bulimic
behavior.
Preliminary analyses also revealed some significant correlations between
demographic variables and both the criterion variable and predictors; however, BMI was
the only demographic variable that predicted significant variance in bulimic behavior,
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with higher BMI predicting more bulimic behavior. This result was anticipated, as
previous studies have documented a positive relationship between BMI and bulimic
symptoms (Brogan, Hevey, & Pignatti, 2010; Osberg & Eggert, 2012).
Correlations between bulimic behavior, negative urgency, and hypothesized
moderators were in the expected directions. Bulimic behavior was found to be
significantly and positively correlated with urgency, but negatively correlated with
hypothesized buffers. A positive relationship was also seen between bulimic behavior and
emotion-focused coping. Negative relationships were found between bulimic behavior
and social support, task-focused coping, and SERN. Similarly, urgency was positively
related to emotion-focused coping and negatively related to task-focused coping, social
support, and SERN.
As expected, negative urgency was a significant predictor of bulimic behavior.
However, only partial support was found for hypotheses: Social support moderated the
negative urgency—bulimic behavior relationship such that the relationship was weaker at
higher levels of social support. Further analyses of the subtypes of social support revealed
that family support approached significance as a buffer of the relationship between
negative urgency and bulimic behavior. Task-focused coping, emotion-focused coping,
and SERN did not moderate the relationship between negative urgency and bulimic
behavior. Interestingly, however, emotion-focused coping was a significant positive
predictor of bulimic behavior. Exploratory analyses also revealed that a 3-way interaction
between SERN, task-focused coping, and negative urgency significantly predicted
bulimic behavior. The relationship between negative urgency and bulimic behavior was
significantly weaker for individuals reporting the combination of high SERN (1 SD above
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the mean) and low task-focused coping (1 SD below the mean) or high SERN (1 SD
above the mean) and high task-focused coping (1 SD above the mean).
Negative Urgency and Bulimic Behavior
Negative urgency, the tendency to react rashly when experiencing intense
negative affect, has been identified as a predictor of bulimic behavior in both college
student and mental health clinic patients (Anestis et al., 2007; Anestis et al., 2009;
Fischer & Patterson, 2012). Therefore, it was not surprising that negative urgency
emerged as the strongest predictor of bulimic behavior in this study. When demographic
factors were controlled, negative urgency accounted for 24% of the variance in bulimic
behavior, suggesting that negative urgency is a strong predictor of bulimic behavior even
among nonclinical populations. This emphasizes the importance of understanding how
negative urgency affects an individual’s tendency to engage in maladaptive behaviors,
and whether there are factors that reduce the apparent negative effects of negative
urgency.
Anestis et al. (2009) postulated that individuals high in negative urgency may be
more vulnerable to becoming overwhelmed by negative emotions, and therefore more
likely to engage in maladaptive forms of coping such as bulimic behavior. The
significant correlations seen between negative urgency and social support, coping, and
SERN seem to support this theory. Individuals higher in negative urgency reported
higher levels of emotion-focused coping and lower levels of task-focused coping.
Previous research has suggested that, as perceived stress increases, use of problemfocused coping decreases and use of emotion-focused coping increases (Kariv & Heiman,
2005). A possible implication is that, compared to persons lower in negative urgency,
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individuals higher in negative urgency may experience higher levels of perceived stress
compared to those lower in negative urgency. Furthermore, individuals higher in
negative urgency may perceive themselves as less able to cope with stress and negative
emotions. This is supported by the negative relationship between negative urgency and
SERN. Negative urgency was also negatively correlated with social support, suggesting
that individuals high in urgency may perceive themselves as having fewer external
resources for coping. Overall, these results suggest that individuals higher in negative
urgency tend to have fewer effective coping resources and may be more vulnerable to
engaging in bulimic behavior and other maladaptive behaviors.
Coping and Bulimic Behavior
Task-focused coping has often been conceptualized as a more effective form of
coping with distress than other forms of coping, such as emotion-focused or avoidance
coping. Indeed, task-focused coping has been found to effectively buffer the relationship
between multiple risk factors and psychological distress. Such risk factors include
avoidance coping (Ben-Zur, 2009), daily hassles (Dekkers et al., 2001), work-related
stress (Bhagat et al., 2010), and weight stigmatization (Savoy et al., 2012). In light of
these findings, it was hypothesized that task-focused coping would buffer the relationship
between negative urgency and bulimic behavior. However, this hypothesis was not
supported. Previous research has indicated that task-focused coping is more likely to act
as a buffer against controllable sources of stress, such as school-related stress, versus less
controllable sources of stress, such as stress related to interpersonal relationships
(Hussong, 2003). Given that individuals higher in negative urgency tend to react
impulsively when distressed, they may be more likely to perceive sources of stress as
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uncontrollable, reducing both their tendency to engage in task-focused coping as well as
the benefit they derive from engaging in task-focused coping.
Task-focused coping was significantly and negatively correlated with bulimic
behavior, supporting previous findings that individuals with disordered eating behavior
tend to utilize fewer task-focused coping strategies (Nagata et al., 2000; Yager et al.,
1995). Significant positive correlations were found between task-focused coping and both
social support and SERN. Although task-focused coping was not a significant moderator
of the negative urgency—bulimic behavior relationship, these results suggest that taskfocused coping is related to more positive outcomes. Individuals higher in task-focused
coping were more likely to perceive themselves as having more internal and external
coping resources, and were less likely to engage in bulimic behavior. However, in the
context of the multiple regression, task-focused coping did not predict unique variance in
bulimic behavior.
Emotion-focused coping is a form of coping typically aimed at managing the
negative emotions resulting from a stressful situation, and can include approach
strategies, such as seeking emotional support, or avoidant strategies, such as denial.
Emotion-focused coping—particularly avoidant strategies—is often linked to increased
stress and psychological dysfunction (Baker & Berenbaum, 2007). Research has found
positive relationships between emotion-focused coping and disturbed eating attitudes
(Fryer et al., 1997), negative body image (Koff & Sangani, 1997), depression (Lin et al.,
2010), and bulimic symptoms (Engler, 2004). Emotion-focused coping has also been
found to strengthen the relationship between stressors and negative outcomes (Noh &
Kaspar, 2003; Wonderlich-Tierney & Vander Wal, 2010). It was hypothesized that higher
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emotion-focused coping would strengthen the relationship between negative urgency and
bulimic behavior. This hypothesis was not supported.
Instead, emotion-focused coping emerged as a significant direct predictor of
bulimic behavior, such that higher emotion-focused coping predicted higher bulimic
behavior. This suggests that, among nonclinical populations, emotion-focused coping
may directly increase bulimic behavior. Although this result is contrary to the
hypothesis, it supports previous research finding that emotion-focused coping predicted
disordered eating in a sample of undergraduate and inpatient women (Hendley, 2002).
The significant negative correlations found between emotion-focused coping and both
social support and SERN indicate that individuals higher in emotion-focused coping were
more likely to perceive themselves as having more limited ability to access social support
and regulate negative emotions. Furthermore, emotion-focused coping was significantly
negatively correlated with task-focused coping. It is possible that these individuals’
perceived lack of internal and external coping resources may increase their tendency to
engage in ineffective forms of coping as well as their vulnerability to bulimic behavior.
Social Support and Bulimic Behavior
Previous studies have identified social support as an effective buffer against
multiple types of stressors (Golinelli et al., 2008; Lin et al., 2010; Skomorovsky et al.,
2006). Moreover, social support has been demonstrated to buffer the relationship
between social anxiety and disordered eating behavior (Wonderlich-Tierney & Vander
Wal, 2010). Therefore, it was hypothesized that social support would moderate the
relationship between negative urgency and bulimic behavior. Indeed, this hypothesis was
supported, as the relationship between negative urgency and bulimic behavior was
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significantly weaker at higher levels of perceived social support. The buffering effect of
perceived social support suggests that women high in negative urgency and perceived
social support may be less likely to engage in bulimic behavior than women high in
negative urgency and low in perceived social support. This result is particularly
important, as no moderators of the negative urgency—bulimic behavior relationship have
been identified in previous research. Of the four hypothesized moderators, perceived
social support was the only significant moderator of the negative urgency—bulimic
behavior relationship, indicating that social support may be particularly beneficial for
individuals high in negative urgency. Although social support was identified as a buffer
of the negative urgency—bulimic behavior relationship, it should be noted that the
relationship between negative urgency and bulimic behavior remained significant even at
high levels of perceived social support. These results indicate that protective nature of
social support in the negative urgency—bulimic behavior relationship is somewhat
limited.
The ability of subtypes of social support to buffer the negative urgency—bulimic
behavior relationship was also explored, as some studies have indicated that the buffering
ability of social support varies based on the source of support (Urberg et al., 2005; Wills
et al., 2004). Therefore, the abilities of perceived social support from family, friends, and
significant others to buffer the relationship between negative urgency and bulimic
behavior were examined. Perceived family social support was the only moderator that
approached significance as a buffer of the relationship between negative urgency and
bulimic behavior. This result is somewhat surprising, since previous studies have shown
that friend support tends to be a more important buffer against sources of stress for
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college students (Eshbaugh, 2010; Nezlek & Allen, 2006). However, this result is in line
with the findings of Skomorovsky et al. (2006), which indicated that perceived parental
support buffered the relationship between being in a physically abusive relationship and
bulimic behavior.
It should also be noted that overall social support and all subtypes of social
support were significantly negatively correlated with bulimic behavior, indicating that
individuals higher in all forms of social support were less likely to report engaging in
Self-Efficacy and Bulimic Behavior
SERN is a relatively new concept in self-efficacy literature, and refers to one’s
belief in his or her ability to control and overcome negative emotional states after they
are induced, as well as the ability to prevent being overcome by emotions (Caprara et al.,
2008). Few studies have assessed the buffering ability of SERN, but similar forms of
self-efficacy have been found to effectively buffer the relationship between stressors and
maladaptive behaviors (Rabaglietti et al., 2012; Ramo et al., 2005). A more direct study
of SERN was conducted by Caprara et al., (2010), and found that SERN was negatively
related to depression and indirectly predicted lower depression and lower delinquency.
Similarly, Lightsey et al. (2011) found in a cross-sectional study that self-efficacy for
anger regulation buffered the relationship between trait negative affect and life
satisfaction. Lightsey et al. (2013) found in a prospective study that self-efficacy for
regulation of distress and despondency predicted lower time 2 life satisfaction but that
self-efficacy for experience and expression of positive emotions, rather than self-efficacy
for regulation of distress and despondency, predicted time 3 and time 4 life satisfaction.
Due to these findings and to social cognitive theory, in which SERN renders negative
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emotions more controllable and less aversive, it was hypothesized that SERN would act
as a buffer in the relationship between negative urgency and bulimic behavior. I also
examined, in an exploratory vein, whether subforms of SERN and self-efficacy for
experience and expression of positive emotions would predict lower bulimic behavior or
buffer the relationship between negative urgency and bulimic behavior.
Results did not support the hypothesis that SERN would buffer the relationship
between negative urgency and bulimic behavior. It is notable that SERN was
significantly negatively correlated with bulimic behavior, providing further support for
the findings of Caprara et al. (2010) regarding the possible ability of SERN to inversely
predict negative outcomes. However, SERN did not inversely predict bulimic behaviors
in the multiple regression, nor did SERN moderate the negative urgency—bulimic
behavior relationship. This result was unexpected given the buffering effects that other
forms regulatory self-efficacy have demonstrated in the relationship between stressors
and negative outcomes. One possible explanation for this is that SERN buffers the
relationship between negative affective states per se (e.g., stress and trait negative affect)
and outcomes rather than the relationship between urgency and outcomes. This suggests
that future studies of SERN and bulimic behavior should also include measures of stress
and trait negative affect. Another possibility, supported by correlations between urgency
and SERN, is that SERN predicts lower urgency, which in turn predicts bulimic behavior.
Although SERN was not found to moderate the negative urgency/bulimic
behavior relationship, subtypes of SERN were examined as potential moderators in a
separate regression based on findings of Lightsey et al. (2011). None of the subtypes of
SERN were found to moderate the relationship between urgency and bulimic behavior.
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This result may also be due to the fact that negative urgency is not a negative emotion per
se: According to social cognitive theory, forms of SERN render negative emotions less
aversive; therefore, the buffering effects of SERN and its subtypes may be limited to the
relationships between negative emotions per se and outcomes.
Another aspect of self-efficacy for regulation emotions, self-efficacy for ability to
experience and express positive emotions, was examined as a predictor of bulimic
behavior and as a potential buffer of the negative urgency—bulimic behavior
relationship. This aspect of self-efficacy for regulating emotions also failed to buffer the
negative urgency—bulimic behavior relationship. However, it did approach significance
as a predictor of bulimic behavior (β = -.11, t = -1.96, p = .05). Because the sample size
for this study was not sufficient to achieve a power of .8, the likelihood of failing to reject
a false null hypothesis was high. Therefore, self-efficacy for ability to experience and
express positive emotions is likely to be a significant predictor of bulimic behavior, with
individuals higher in this form of self-efficacy displaying less bulimic behavior. Given
that bulimic behavior is usually associated with increased distress and negative emotions,
it is interesting that self-efficacy for expressing positive emotions might inversely predict
bulimic behavior, whereas SERN did not. This seems to suggest that individuals high in
bulimic symptoms may benefit more from increasing their self-efficacy to express
positive emotions than from increasing their self-efficacy for regulating negative affect.
Effective methods of increasing self-efficacy include mastery experiences, vicarious
experience, and verbal persuasion (Bandura, 1997). Therefore, counselors could
potentially build in methods to help women who suffer from bulimic behaviors to
gradually practice and thereby augment their ability to become aware of and to express
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positive emotions. Teaching ability to self-monitor emotions (e.g., keeping an emotion
journal), counselor modeling of expression of positive emotions, similar modeling by
credible sources, and counselor encouragement of client learning and effective behavior
would also be likely to help augment both skill in and self-efficacy for experience and
expression of positive emotions.
Task-focused Coping, SERN, and Bulimic Behavior
Although self-efficacy for ability to experience and express positive emotions
directly predicts and may directly affect bulimic behavior, the relationship between
SERN and bulimic behavior was more complex. The ability of the 3-way interaction
between SERN, task-focused coping, and negative urgency to predict bulimic behavior
was examined based on studies suggesting that task-focused coping is used more and is
more likely to act as a buffer when coping with sources of stress that are perceived as
more controllable (Hussong, 2003; Kariv & Heiman, 2005). Individuals higher in SERN
are more likely to perceive sources of stress (including urgency) as more controllable,
and thus may be more likely to engage in and benefit from task-focused coping.
Indeed, this 3-way interaction between task-focused coping, SERN, and negative
urgency was found to be significant. The combinations of both high SERN/high taskfocused coping and high SERN/low task-focused coping buffered the relationship
between urgency and bulimic behavior. The buffering effects of the high SERN/high
task-focused coping interaction and the high SERN/low task-focused coping interaction
appear to be almost identical, indicating that high SERN is the crucial component that, in
conjunction with task-focused coping, buffers the negative relationship between negative
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urgency and bulimic behavior. Therefore, it is unclear why the buffering effects of
SERN are not apparent when it is considered alone as a moderator.
Limitations
Some limitations should be considered in interpreting the findings of this study.
A priori power analysis indicated that 448 participants were needed to achieve a power of
.8 with alpha set at .05 with a typical small effect size of .03 for the incremental R2
associated with entry of the six interaction terms after the five main effects terms.
However, after removing outliers and participants who completed fewer than
approximately 80% of items on all measures, only 280 participants were included in the
dataset. The observed power to test the block containing the six interaction terms reported
in Table 2 was .19, indicating a substantial likelihood of a type II error. Indeed, in a
regression testing only the four hypothesized moderators, the power to detect a
significant incremental effect in step 4 was only .23.
It should also be noted that all hypothesized moderator variables were
significantly correlated with both urgency and bulimic behavior. Baron and Kenny (1986)
indicate that it is optimal for moderator variables to be uncorrelated with the predictor
variable and the dependent variable in order to produce a more clearly interpretable
interaction term. In order to reduce the potential multicollinearity that could result from
the significant correlations between urgency and the hypothesized moderators, all
variables were standardized prior to being entered in the multiple regression analysis.
Therefore, the significant relationships seen between hypothesized moderators and both
urgency and bulimic behavior—although not optimal—are unlikely to negatively affect
interpretation of the results.
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The use of self-report measures is another limiting factor, as social desirability
may have influenced the results. Data were collected via anonymous online surveys to
reduce the potential influence of social desirability concerns. Parks, Pardi, and Bradizza
(2006) evaluated the use of web-based surveys versus phone interviews for collecting
data from female college students on sensitive subjects (i.e., alcohol and drug use). No
significances were seen in reported rates of alcohol and drug use, but participants
completing the web-based survey were more likely to report certain negative
consequences of alcohol use, indicating that participants may be more forthcoming on
web-based surveys. This suggests that social desirability bias is not increased, and may
even be decreased, on web-based surveys.
Potential buffers of the negative urgency/bulimic behavior relationship have not
been previously examined. Therefore, these results and limitations should be considered
when designing future studies in this area.
Implications for Future Research and Practice
Results of this study strongly support the role of negative urgency as a predictor
of bulimic behavior in female college students, and indicate that negative urgency is
important to consider in future research examining bulimic behavior. Baron and Kenny
(1986) indicated that moderator variables are typically considered when the relationship
between a predictor and a dependent variable is unexpectedly weak or inconsistent.
Given that negative urgency has been consistently identified as a significant, and
relatively strong, predictor of bulimic behavior, it may be more productive to consider the
negative urgency—bulimic behavior relationship in the context of a mediational model.
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The ability of overall social support to buffer the relationship between negative
urgency and bulimic behavior, although modest, is important, given that no previous
moderators of the negative urgency—bulimic behavior relationship have been identified.
Therefore, future research should attempt to replicate this finding. Further exploring the
ability of social support to buffer the relationship between negative urgency and other
maladaptive behaviors is also indicated. Additionally, this result may have clinical
implications, as this buffering relationship was due to perceived rather than actual social
support. This suggests that it may be useful to target perceived social support in a
clinical context with individuals high in negative urgency or bulimic behavior. However,
the fact that negative urgency predicted bulimic behavior even at high levels of perceived
social support suggests that counselors should not limit their focus to perceived or actual
social support but should target the full range of factors identified as potentially helpful in
reducing bulimic behavior.
It is also clinically relevant that emotion-focused coping was found to predict
bulimic behavior. Emotion-focused coping and negative urgency were the only variables
that achieved significance as predictors of bulimic behavior, indicating that reducing both
vulnerability to urgency and the use emotion-focused coping may be important in the
treatment of bulimic behavior. Zaploski, Settles, Cyders, and Smith (2010) reviewed the
current literature on the relationship between impulsivity-related traits and psychological
disorders, and provided treatment suggestions. They indicated that dialectical behavior
therapy (DBT) may be useful for addressing disorders related to negative urgency, such
as bulimic behavior. They suggested that skills learned through DBT, including emotion
regulation, distress tolerance, interpersonal effectiveness, and effectively communicating
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feelings, may be particularly helpful for individuals high in negative urgency. It was
hypothesized that these skills would be effective through increasing the understanding of
triggers for negative emotions, the ability to express emotional needs to others, and the
ability to identify and utilize more adaptive coping behaviors. Therefore, DBT skills
would in theory not only reduce vulnerability to urgency and increase adaptive coping,
but they would likely improve social support due to improved ability to communicate
one’s needs and emotions to others.
Indeed, research suggests that DBT is effective in reducing impulsive behavior
and increasing social support and effective coping. In a study comparing the efficacy of
DBT to that of community-based treatment as usual in a sample of substance abusing
women diagnosed with borderline personality disorder, individuals receiving DBT
displayed significantly greater reductions in drug abuse during treatment and at followup. Individuals in the DBT group made improvements in social functioning similar to
those receiving community-based treatment as usual. However, at 16-month follow-up, it
was revealed that only those in the DBT group sustained their gains in social functioning
(Linehan et al., 1999). The findings of Pistorello, Fruzetti, MacLane, Gallop, and Iverson
(2012) support the use of DBT in the treatment of college students. They compared the
use of DBT to treatment as usual in a sample of students presenting with suicidality and
borderline personality disorder symptoms. Those receiving DBT showed significantly
greater increases in social functioning, and significant reductions in suicidal ideation,
depression, self-injurious behavior, and borderline personality disorder criteria. DBT has
also been linked to increases in the use of adaptive coping skills (Lynch, Morse,
Mendelson, & Robbins, 2003). These findings suggest that DBT may be useful in
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increasing social support and use of adaptive coping skills, and reducing impulsive
behavior (i.e., self-injury). Furthermore, they support the use of DBT, or DBT skills
training, in clinical settings to address disorders and maladaptive behavior related to
negative urgency, such as bulimic behavior.
Results of this study also suggest that it may be beneficial for clinicians to utilize
a treatment approach that targets multiple protective and risk factors for disorders related
to negative urgency. Although the overall model tested in this study accounted for 38%
of the variance in bulimic behavior, it is notable that none of the variables individually
accounted for a large portion of the variance. This suggests that, when working with
individuals with bulimic behavior, practitioners should consider utilizing an approach
aimed at multiple factors, including enhancing social support, reducing emotion-focused
coping, and augmenting SERN and self-efficacy for experience and expression of
positive emotions.
Results of the current study indicate that cognitive control may be another factor
to consider in the treatment of bulimic behavior, as evidenced by the significant 3-way
interaction between task-focused coping, SERN, and urgency. Both SERN and taskfocused coping are related to increased cognitive control, suggesting that they might act
together to enhance an individual’s sense of control and reduce vulnerability to the
negative effects of urgency. This possibility should be further explored, as well as the
possibility that other protective factors may similarly complement each other, creating a
joint or combined protective effect that is greater than the protective effect of single
factors.
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It is also of interest that self-efficacy for expressing positive emotions closely
approached significance as a predictor of bulimic behavior, and appeared to be a stronger
predictor of bulimic behavior than SERN. The greater predictive ability of self-efficacy
for expressing positive emotions implies that individuals engaging in, or at risk for,
bulimic behavior may benefit from learning to fully experience and express positive
emotions. This is particularly interesting, given the link established between bulimic
behavior and negative affect. This finding could suggest the importance of positive
urgency, a trait predisposing individuals to react rashly when experiencing positive affect
(Cyders et al., 2007), as a predictor of bulimic behavior. It also suggests that the
relationship between self-efficacy for ability to experience and express positive emotion
and bulimic behavior, as well as other addictive behaviors, should be further explored.
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APPENDIX A
CONSENT FORM
Title of Study:
Factors affecting the relationship between personality traits and behavior in college-age
women
Description of the study:
The purpose of this study is to examine the relationship between personality factors and
behavior in college-age women. Participation will require that you spend between 20 and
25 minutes completing instruments measuring eating behaviors, personality factors,
beliefs about yourself, and coping behaviors. A short demographic questionnaire will
also be administered.
Qualifications:
You must be a FEMALE, at least 18 years old, and a college student to participate in this
study.
Risks:
There is a small risk that you may find some questions we ask you to be upsetting or
stressful. If so, we can tell you about some people who may be able to help you with
these feelings. In addition to the risks listed above, you may experience a previously
unknown risk or side effect. If you do experience discomfort, you may seek professional
counseling by searching the National Board for Certified Counselors CounselorFind at
http://www .nbcc.org/counselorfind2 or the American Psychological Association
Psychologist Locator at http://locator.apa.org/.
Benefits:
By completing this study, you will contribute to scientific research. After completion of
this study you will have the option of receiving a $1 Amazon mp3 gift card or selecting a
charity from a provided list to receive a $1 donation. Participants choosing to receive a
gift card will be required to submit a university email address for the gift card to be sent
to. University email addresses will only be used to verify that participants are students.
They will not be used to identify participants.
Questions:
Questions about the research can be addressed to Suzanne Hatchett
(shtchett@memphis.edu) or Dr. Richard Lightsey (olightsy@memphis.edu). Questions
about rights as a research participant may also be directed to the Chair of the Committee
for the Protection of Human Research Participants of the University of Memphis at (901)
678-2533. The University of Memphis does not have any funds budgeted for
compensation for injury, damages, or other expenses.
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Withdrawing from Study:
I understand that I am free to refuse to participate or answer any questions at any time
without penalty to me. I further understand that I am free to withdraw from the research
at any time. Should I choose to withdraw from the study, my data will not be used in
analysis and I will not be eligible to select a charity to receive a donation.
Concluding Statement:
By completing this survey I acknowledge that I am female , at least 18 years of age, a
college student, and that I have read and understood the information above.
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APPENDIX B
DEMOGRAPHIC INFORMATION
Gender: ______Male

_______Female

_______Other (Please Specify)

Age: _______ years
Date of Birth: __________ (month/day/year)
Weight: ________ lbs
Height: _____ft ______ in
Race:
___ African American

___ Asian American

___ Native American

___ White (Non-Hispanic)

___ Hispanic

___ Other (Please Specify) _____________________
Education:
____ High School Degree ____ Completed Some College ____ Associate’s Degree
____ Bachelor’s Degree

____ Master’s Degree or higher

___ Other (Please Specify) _________________
Year in College:
____ Freshman

_____Sophomore _____Junior _____Senior

____Graduate Student

____Post-Graduate Student

____Other (Please Specify)

Current College: _____________________________
Size of Current College:
____Small: (Fewer than 5,000)
____ Medium: (Between 5-15,000)
____ Large (More than 15,000)
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APPENDIX C
BULIMIA TEST – REVISED (BULIT-R)
Answer each question by circling the appropriate number. Please respond to each item as
honestly as possible; remember, all of the information you provide will be kept strictly
confidential.
1. I am satisfied with my eating patterns.
1.
2.
3.
4.
5.

Agree
Neutral
Disagree a little
Disagree
Disagree strongly

2. Would you presently call yourself a “binge eater”?
1.
2.
3.
4.
5.

Yes, absolutely
Yes
Yes, probably
Yes, possibly
No, probably not

3. Do you feel you have control over the amount of food you consume?
1.
2.
3.
4.
5.

Most of the time
A lot of the time
Occasionally
Rarely
Never

4. I am satisfied with the shape and size of my body.
1.
2.
3.
4.
5.

Frequently or always
Sometimes
Occasionally
Rarely
Seldom or never

5. When I feel that my eating behavior is out of control, I try to take rather extreme
measures to get back on course (strict dieting, fasting, laxatives, diuretics, self-induced
vomiting, or vigorous exercise).
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1.
2.
3.
4.
5.

Always
Almost always
Frequently
Sometimes
Never or my eating behavior is never out of control

6. I use laxatives or suppositories to help control my weight.
1.
2.
3.
4.
5.

Once a day or more
3-6 times a week
Once or twice a week
2-3 times a month
Once a month or less (or never)

7. I am obsessed about the size and shape of my body.
1.
2.
3.
4.
5.

Always
Almost always
Frequently
Sometimes
Seldom or never

8. There are times when I rapidly eat a very large amount of food.
1.
2.
3.
4.
5.

More than twice a week
Twice a week
Once a week
2-3 times a month
Once a month or less (or never)

9. How long have you been binge eating (eating uncontrollably to the point of stuffing
yourself)?
1. Not applicable; I don’t binge eat
2. Less than 3 months
3. 3 months to 1 year
4. 1-3 years
5. 3 or more years
10. Most people I know would be amazed if they knew how much food I can consume at
one sitting.
1. Without a doubt
2. Very probably
3. Probably
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4. Possibly
5. No
11. I exercise in order to burn calories.
1. More than 2 hours per day
2. About 2 hours per day
3. More than 1 but less than 2 hours per day
4. One hour or less per day
5. I exercise but not to burn calories or I don’t exercise
12. Compared with women your age, how preoccupied are you about your weight and
body shape?
1. A great deal more than average
2. Much more than average
3. More than average
4. A little more than average
5. Average or less than average
13. I am afraid to eat anything for fear that I won’t be able to stop.
1. Always
2. Almost always
3. Frequently
4. Sometimes
5. Seldom or never
14. I feel tormented by the idea that I am fat or might gain weight.
1. Always
2. Almost always
3. Frequently
4. Sometimes
5. Seldom or never
15. How often do you intentionally vomit after eating?
1. 2 or more times a week
2. Once a week
3. 2-3 times a week
4. Once a month
5. Less that once a month or never
16. I eat a lot of food when I’m not even hungry.
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1. Very frequently
2. Frequently
3. Occasionally
4. Sometimes
5. Seldom or never
17. My eating patterns are different from the eating patterns of most people.
1. Always
2.Almost always
3. Frequently
4. Sometimes
5. Seldom or Never
18. After I binge eat I turn to one of several strict methods to try to keep from gaining
weight (vigorous exercise, strict dieting, fasting, self-induced vomiting, laxatives, or
diuretics).
1. Never or I don’t binge eat
2. Rarely
3. Occasionally
4. A lot of the time
5. Most or all of the time
19. I have tried to lose weight by fasting or going on strict diets.
1. Not in the past year
2. Once in the past year
3. 2-3 times in the past year
4. 4-5 times in the past year
5. More than 5 times in the past year
20. I exercise vigorously for long periods of time in order to burn calories.
1. Average or less than average
2. A little more than average
3. More than average
4. Much more than average
5. A great deal more than average
21. When engaged in an eating binge, I tend to eat foods that are high in carbohydrates
(sweets and starches).
1. Always
2. Almost always
3. Frequently
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4. Sometimes
5. Seldom, or I don’t binge
22. Compared to most people, my ability to control my eating behavior seems to be:
1. Greater than others’ ability
2. About the same
3. Less
4. Much less
5. I have absolutely no control
23. I would presently label myself as a ‘compulsive eater’ (one who engages in episodes
of uncontrolled eating).
1. Absolutely
2. Yes
3. Yes, probably
4. Yes, possibly
5. No, probably not
24. I hate the way my body looks after I eat too much.
1. Seldom or never
2. Sometimes
3. Frequently
4. Almost always
5. Always
25. When I am trying to keep from gaining weight, I feel I have to resort to vigorous
exercise, strict dieting, fasting, self-induced vomiting, laxatives, or diuretics.
1. Never
2. Rarely
3. Occasionally
4. A lot of the time
5. Most or all of the time
26. Do you believe that it is easier for you to vomit than it is for most people?
1. Yes, it’s no problem at all for me
2. Yes, it’s easier
3. Yes, it’s a little easier
4. About the same
5. No, it’s less easy
27. I use diuretics (water pills) to help control my weight.
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1. Never
2. Seldom
3. Sometimes
4. Frequently
5. Very frequently
28. I feel that food controls my life.
1. Always
2. Almost always
3. Frequently
4. Sometimes
5. Seldom or never
29. I try to control my weight by eating little or no food for a day or longer.
1. Never
2. Seldom
3. Sometimes
4. Frequently
5. Very frequently
30. When consuming a large quantity of food, at what rate of speed do you usually eat?
1. More rapidly than most people have ever eaten in their lives
2. A lot more rapidly than most people
3. A little more rapidly than most people
4. About the same rate as most people
5. More slowly than most people (or not applicable)
31. I use laxatives or suppositories to help control my weight
1. Never
2. Seldom
3. Sometimes
4. Frequently
5. Very frequently
32. Right after I binge eat I feel:
1. So fat and bloated I can’t stand it
2. Extremely fat
3. Fat
4. A little fat
5. OK about how my body looks or I never binge eat
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33. Compared to other people of my sex, my ability to always feel in control of how
much I eat is:
1. About the same or greater
2. A little less
3. Less
4. Much less
5. A great deal less
34. In the last 3 months, on the average how often did you binge eat (eat uncontrollably
to the point of stuffing yourself)?
1. Once a month or less (or never)
2. 2-3 times a month
3. Once a week
4. Twice a week
5. More than twice a week
35. Most people I know would be surprised at how fat I look after I eat a lot of food.
1. Yes, definitely
2. Yes
3. Yes, probably
4. Yes, possibly
5. No, probably not or I never eat a lot of food
36. I use diuretics (water pills) to help control my weight.
1. 3 times a week or more
2. Once or twice a week
3. 2-3 times a month
4. Once a month
5. Never
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APPENDIX D
URGENCY, PREMEDITATION (lack of), PERSEVERANCE (lack of), and
SENSATION-SEEKING IMPULSIVE BEHAVIOR SCALE (UPPS), URGENCY
SCALE
Below are a number of statements that describe ways in which people act and think. For
each statement, please indicate how much you agree or disagree with the statement. If
you Agree Strongly circle 1, if you Agree Somewhat circle 2, if you Disagree somewhat
circle 3, and if you Disagree Strongly circle 4. Be sure to indicate your agreement or
disagreement for every statement below.
1. I have trouble controlling
my impulses.

1
Agree
Strongly

2
Agree
Somewhat

3
Disagree
Somewhat

4
Disagree
Strongly

2. I have trouble resisting my
cravings (for food,
cigarettes, etc.).

1
Agree
Strongly

2
Agree
Somewhat

3
Disagree
Somewhat

4
Disagree
Strongly

3. I often get involved in
things I later wish I could
get out of.

1
Agree
Strongly

2
Agree
Somewhat

3
Disagree
Somewhat

4
Disagree
Strongly

4. When I feel bad, I will often
do things I later regret in
order to make myself feel
better now.

1
Agree
Strongly

2
Agree
Somewhat

3
Disagree
Somewhat

4
Disagree
Strongly

5. Sometimes when I feel bad,
I can’t seem to stop what I
am doing even though it is
making me feel worse.

1
Agree
Strongly

2
Agree
Somewhat

3
Disagree
Somewhat

4
Disagree
Strongly

6. When I am upset I often act
without thinking.

1
Agree
Strongly

2
Agree
Somewhat

3
Disagree
Somewhat

4
Disagree
Strongly

7. When I feel rejected, I will
often say things that I later
regret.

1
Agree
Strongly

2
Agree
Somewhat

3
Disagree
Somewhat

4
Disagree
Strongly

8. It is hard for me to resist
acting on my feelings.

1
Agree
Strongly

2
Agree
Somewhat

3
Disagree
Somewhat

4
Disagree
Strongly
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9.

I often make matters worse
because I act without
thinking when I am upset.

1
Agree
Strongly

2
Agree
Somewhat

3
Disagree
Somewhat

4
Disagree
Strongly

10. In the heat of an argument, I
will often say things that I
later regret.

1
Agree
Strongly

2
Agree
Somewhat

3
Disagree
Somewhat

4
Disagree
Strongly

11. I always keep my feelings
under control.

1
Agree
Strongly

2
Agree
Somewhat

3
Disagree
Somewhat

4
Disagree
Strongly

12. Sometimes I do impulsive
things that I later regret.

1
Agree
Strongly

2
Agree
Somewhat

3
Disagree
Somewhat

4
Disagree
Strongly
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APPENDIX E
MULTIDIMENSIONAL SCALE OF PERCEIVED SOCIAL SUPPORT (MPSS)
Instructions: We are interested in how you feel about the following statements. Read
each statement carefully. Indicate how you feel about each statement.
Circle the “1” if you Very Strongly Disagree
Circle the “2” if you Strongly Disagree
Circle the “3” if you Mildly Disagree
Circle the “4” if you are Neutral
Circle the “5” if you Mildly Agree
Circle the “6” if you Strongly Agree
Circle the “7” if you Very Strongly Agree
1. There is a special person who is around when I
am in need.

1

2

3

4

5

6

7

2. There is a special person with whom I can share
my joys and sorrows.

1

2

3

4

5

6

7

3. My family really tries to help me.

1

2

3

4

5

6

7

4. I get the emotional help and support I need from
my family.

1

2

3

4

5

6

7

5. I have a special person who is a real source of
comfort to me.

1

2

3

4

5

6

7

6. My friends really try to help me.

1

2

3

4

5

6

7

7. I can count on my friends when things go wrong.

1

2

3

4

5

6

7

8. I can talk about my problems with my family.

1

2

3

4

5

6

7

9. I have friends with whom I can share my joys
and sorrows.

1

2

3

4

5

6

7

10. There is a special person in my life who cares
about my feelings.

1

2

3

4

5

6

7

11. My family is willing to help me make decisions.

1

2

3

4

5

6

7

12. I can talk about my problems with my friends.

1

2

3

4

5

6

7
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APPENDIX F
COPING INVENTORY FOR STRESSFUL SITUATIONS (CISS) SAMPLE ITEMS
Instructions: The following are ways people react to various different, stressful, or
upsetting situations. Please select a number from 1 to 5 for each item. Indicate how much
you engage in these types of activities when you encounter a difficult, stressful, or
upsetting situation.
1

2

3

4

Not
At All
1.
2.
3.
4.
5.
6.

5
Very
Much

___Schedule my time better.
___Focus on the problem and see how I can solve it.
___Blame myself for procrastinating.
___Become preoccupied with aches and pains.
___Blame myself for having gotten into this situation.
___Think about how I solved similar problems.
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APPENDIX G
THE MULTIDIMENSIONAL NEGATIVE EMOTIONS SELF-REGULATORY
EFFICACY SCALE (MNESRES) and selected items from the REGULATORY
EMOTIONAL SELF-EFFICACY SCALE (RESE)*
The following questions are designed to help us get a better understanding of the
experiences that are difficult to manage. Please rate how well you can do the things
described below by filling in the appropriate response. Please give your frank opinions.
Use the following scale.
1
Not well at all

2
Not too well

3
Somewhat well

4
Pretty well

5
Very well

1.___ Avoid getting upset when others keep giving you a hard time?
2.___ Get over irritation quickly for wrongs you have experienced?
3.___ Avoid flying off the handle when you get angry?
4.___ Keep from getting discouraged by strong criticism?
5.___ Keep from getting discouraged in the face of difficulties?
6.___ Keep from getting dejected when you are lonely?
7.___ Not let yourself become overcome with fear when you are threatened?
8.___ Overcome feelings of panic and keeping a clear mind in the presence of very
dangerous situations?
9.___ Stay calm in situations in which many others would be fearful?
10.___ Deal with embarrassment after realizing you’ve made a silly comment during a
conversation with your professors or work colleagues?
11.___ Contain your shame after having made a fool of yourself in front of many
people?
12.___ Overcome shame when your weaknesses become evident in front of others?
13.___ Control feelings of guilt after not fulfilling important commitments and
obligations?
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1
Not well at all

2
Not too well

3
Somewhat well

4
Pretty well

5
Very well

14.___ Contain feelings of guilt after neglecting the people you care about during times
when they needed you the most?
15.___ Contain feelings of guilt after having violated very important personal moral
principles?
16.___ Express joy when good things happen to you?
17.____ Feel gratified over achieving what you set out to do?
18.____ Rejoice over your successes?
19.___ Express enjoyment freely at parties?
*items 1-15 comprise the MNESRES, items 16-19 are from the RESE
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APPENDIX H
DAILY DRINKING QUESTIONNAIRE (DDQ)
Please answer all of the questions. We ask that you answer each as honestly and
thoughtfully as possible and remind you that all information you provide is strictly
confidential. Please do not skip any of the following questions. Please do not answer
with ranges (e.g., 10-15) or half amounts/decimals (e.g., 4.5 or 6 ½).
1. Below is a brief survey of drinking practices. It is essential for our research that
you describe you drinking experience as accurately as possible so please be
thoughtful about your selection of the appropriate descriptions. Please keep in
mind that in all descriptions you should use the standard drink conversion chart
below.
One Standard Drink =
- 4 oz. glass of wine
- 12 oz. beer
- 1 oz. hard liquor (straight or in a mixed drink)
- 1 pitcher of beer = 6 Standard Drinks
- 40 oz. of beer = 4 ½ Standard Drinks
Please read the following eight descriptions of drinking practices and circle the
number that best describes your experience.
My usual drinking practices are best described as:
- a) Having on average, 12 or more drinks per week
- b) On the average 4 drinks per week but no more than 11 drinks per week
- c) On the average, at least 1 drink per week but not more than 3 drinks per
week
- d) On the average less than 1 drink a month but more than 1 drink per year
- e) Having a drink less than 1 time per year
- f) I do not drink at all though I used to drink in the past.
- g) I do not drink at all, nor have I ever had a drink in the past.
- h) None of the above descriptions accurately represents my drinking practices
which
- I describe as:
______________________________________________________
2. Use the format below to describe your drinking pattern during a typical week.
Please fill in a number for each day of the week indicating the average number of
drinks you consumed that day. For days you typically do not drink, enter a zero.
If you are a non-drinker, enter all zeroes. Please do not enter a range of amounts,
½ amounts, or decimals per day (e.g. 10-12 per day or 3 ½ or 4.5 drinks per day)
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Mon

Tue

Wed

Thur

Fri

Sat

Sun

3. In the last 30 days, how many times did you consume five or more standard drinks in
one sitting?
# of times ________
4. In the last 30 days, what is the maximum number of standard drinks you consumed in
one sitting?
# of standard drinks _________
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APPENDIX I
IRB APPROVAL

DO NOT REPLY: IRB Status 2576
Jacqueline Reid Tharpe (jreid) on behalf of Institutional Review Board
To:
Eugenia Suzanne Hatchett (shtchett)
Hello,
The Institutional Review Board has sent your protocol for review:
PI NAME: Hatchett Eugenia
PROJECT TITLE: Protective Factors in the Relationship between Urgency and
Bulimic Behavior
FACULTY ADVISOR NAME (if applicable): Owen Lightsey
CO-PI:
Contact Person:
Level of Review: Expedited
Assigned Meeting Date (if applicable):
Date Sent for Review: 3/5/2013
Please allow the following times for an approval or contingency email:
Exempt - 10-20 Business Days
Expedited - 10-20 Business Days
Full Board - 3-5 Business Days After the Board Meeting
Note: Review outcomes will be communicated to the email address on file. Official letters
are no longer being issued unless required. This email should be considered an official
communication from the UM IRB. Please contact the IRB at IRB@memphis.edu if a letter
on IRB letterhead is required.
Thank you.
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Jacqueline Reid Tharpe (jreid) on behalf of Institutional Review Board
To:
Eugenia Suzanne Hatchett (shtchett)
Inbox
Tuesday, March 05, 2013 8:28 AM
Hello,
The University of Memphis Institutional Review Board, FWA00006815, has reviewed
and approved your submission in accordance with all applicable statuses and regulations
as well as ethical principles.
PI NAME: Hatchett Eugenia
CO-PI:
PROJECT TITLE: Protective Factors in the Relationship between Urgency and
Bulimic Behavior
FACULTY ADVISOR NAME (if applicable): Owen Lightsey
IRB ID: #2576
APPROVAL DATE: 3/5/2013
EXPIRATION DATE: 3/4/2014
LEVEL OF REVIEW: Expedited
Please Note: Modifications do not extend the expiration of the original approval
Approval of this project is given with the following obligations:
1. If this IRB approval has an expiration date, an approved renewal must be in effect to
continue the project prior to that date. If approval is not obtained, the human consent
form(s) and recruiting material(s) are no longer valid and any research activities
involving human subjects must stop.
2. When the project is finished or terminated, a completion form must be completed and
sent to the board.
3. No change may be made in the approved protocol without prior board approval,
whether the approved protocol was reviewed at the Exempt, Exedited or Full Board level.
4. Exempt approval are considered to have no expiration date and no further review is
necessary unless the protocol needs modification.
Thank you,
Ronnie Priest, PhD
Institutional Review Board Chair
The University of Memphis.
Note: Review outcomes will be communicated to the email address on file. This email
should be considered an official communication from the UM IRB. Consent Forms are no
longer being stamped as well. Please contact the IRB at IRB@memphis.edu if a letter on
IRB letterhead is required.
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